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CLINICAL REMISSION 
IN A“PROBLEM” ARTHRITIC 


In rheumatoid arthritis with serious corticoid side effects. Following 
"a profound weight loss and acute g.i. distress on prednisolone, a 45-year- 
5 old bookkeeper with a five-year history of severe arthritis was started 
on Decapron, 1 mg./day. Dosage was promptly reduced to 0.5 mg./day. 
After ten months on Decapron, she gained back eleven pounds, feels 
very well, and had no recurrence of stomach symptems. She is in 
clinical remission. * 

New convenient b.i.d. alternate dosage schedule: the degree and extent of relief provided by 


DECADRON allows for b.i.d. maintenance dosage in many patients with so-called “chronic” condi- 
tiens. Acute manifestations should first be brought under centro! with a t.i.d. or q.i.d. schedule. 


Supplied: As 0.75 mg. and 0.5 mg. scored, pentagon-shaped tablets in botties of 100. Also available 
as Injection DECADRON Phosphate. Additional information on DECADRON is available to physicians —. 
on request. DECADRON is a trademark of Merck & Co., Inc. 


*From a clinical investigator's report to Merck Sharp & Dehme. 


TREATS MORE PATIENTS MORE EFFECTIVELY 


MERCK SHARP & DOHME - Division of Merck & Co., Inc., West Point, Pa. 
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in Gynecologic Bleedin 


Control hemorrhage promptly & safel 


Rapid control of functional uterine 
bleeding with “Premarin” Intravenous 
is especially valuable in the exsangui- 
nated patient and in young girls when 
curettage is not feasible.! “The acutely 
hemorrhaging patient can also be bene- 
fited by intravenously administered 
estrogen, no matter what the underlying 
cause, by preventing further shock and 
tiding the patient over... .”2 


Over 1,500,000 “Premarin” Intravenous 
injections have been given to date 


without a single report of toxicity—to 
6019 


with “PREMARIN” INTRAVENOUS 


the physiologic hemosts 


control spontaneous hemorrhage, and 

to minimize blood loss during and 

after surgery. 

“Premarin’g Intravenous (conjugated 

equine) package contains 
e “Secule’g providing 20 mg., and 

one 5 cc. vial sterile diluent. (Dosage 

may be administered intramuscularly 

to small children.) 

1. Randall, L.M. 2. Reich, W.J., Rubenstein, M.W., 


Nechtow, M. J., and Reich, J. B. (literature availabe 
on request). 
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Mediquiz 
You'll find this no snap. 


What’s the Doctor’s Name? 
Identify this famous physician. 
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Practice openings; residency opportunities. 
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Companies whose products and services are 
advertised in this issue of your journal. 
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Dulcolax’ 


brand of bisacodyl 


Suppositories 


Solely by contact with the 
colonic mucosa, Dulcolax 
reflexly produces coordinated 
large bowel peristalsis with 
resulting evacuation. 


Generally a single evacuation 
of soft, formed stool without 
catharsis or straining results. 


“A gentle but effective 
laxative’’* In tablet form 
Dulcolax is eminently 
convenient when overnight 
action is required. For more 
prompt effect Dulcolax 
suppositories usually act 
within the hour. 


* Archambault, R.: Canad. 
M.A. J. 81:28, 1959. 


Dulcolax®, brand of bisacodyl 
yellow enteric-coated tablets of 

5 mg. in box of 6 and bottle of 
100 ; of 10 

in box of 6. Under license from 
C. H. Boehringer Sohn, Ingelheim 
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Articles are accepted for 
publication with the under- 
Standing that they are con- 
tributed solely to this pub- 
lication, and will directly 
interest or be of practical 
value to resident physicians 
and interns. When possible, 
two copies of the manuscript 
should be submitted, 
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and how’s the ulcer? 


NE: 

Even under stress and tension, ic. ] 

Gelusil antacid adsorbent keeps _ 
peptic ulcer patients pain-free all 

day long. Only Gelusil coats the Ps} 

ulcer with two protective gels to _ 

provide both fast and prolonged ee 

relief of pain of J 
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a promise fulfilled 


All corticosteroids provide symptomatic control in rheumatoid arthritis, inflammatory 
dermatoses, and bronchial asthma. They differ in the frequency and severity of side 
effects. Introduced in 1958, Aristocort Triamcinolone bore the promise of high efficacy 
and relative safety. Physicians today recognize that the promise has been fulfilled... as 
evidenced by the high rate of refilled Aristocort prescriptions. 
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Reference 


The following index contains all the products ad- 
vertised in this issue. Each product has been listed 
under the heading describing its major function. By 
referring to the pages listed, the reader can obtain 
more complete information. All products are regis- 
tered trademarks, except those with an asterisk (*). 
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Consider the benefits of Singoserp-Esidrix if it’s mild to moderate hypertension (especially 
if edema is a complicating symptom). Singoserp, a man-made analog of reserpine, lowers blood 
pressure but seems to cause fewer side effects than natural rauwolfia compounds. 
| When Singoserp is potentiated by Esidrix, blood pressure is lowered more effec- 
jtively than with single-drug therapy. SUPPLIED IN TWO STRENGTHS: Singoserp- 
Esidrix Tablets #2 (each containing | mg. Singoserp and 25 mg. Esidrix) and 
i) Singoserp-Esidrix Tablets #1 (each containing 0.5 ~~ Singoserp and 25 —s 
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| (Parabromdylamine Maleate, 2.0 mg.) 
| the antihistamine 

Ht most likely to succeed 
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| two highly approved decongestants | 
| Phenylephrine HCl (5.0 mg.) and 
HCl (5.0 mg.) | 


Glyceryl Guaiacolate 
(100.0 mg.) 

the expectorant 

that works best— 
increases respiratory 
tract fluid almost 200% 


IN DIMETANE 
EXPECTORANT-DC 

—added dihydrocodeinone 
1.8 mg./5 cc. 

when additional 

cough suppressant 

action is needed 


| for less frequent, more productive cough 
| DIMETANE’ EXPECTORANT & 
|} DIMETANE” EXPECTORANT- DC 


A.H. ROBINS CO., INC., RICHMOND 
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Viewbox Diagnosis 


Edited by Maxwell H. Poppel, M.D., F.A.C.R., “ @ 


Professor of Radiology, New York University College of Medici 
and Director of Radiology, Bellevue Hospital Center 


Thirty-one-year-old male. Chief Complaint: Diarrhea 
with fifteen-pound weight loss for past two years. 


Which is your diagnosis? 


1. Amebiasis 3. Ileo-sigmoid fistula 
2. Ulcerative colitis 4. Tuberculosis of large bowel 


(Answer on page 127) 
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+ results are impressive. 
This dreaded condition usual- 
ly improved in a few hours, 
and it was really striking to 
see a cyanotic baby with gasp- 
ing respirations and supra- 
sternal retraction become 
relaxed and pink in such a 
short period of time.”* 


CASE REPORT 


Alevaire is supplied in bottles of 60 cc. for 
intermittent therapy and in bottles of 


ALEVAIRE 
has been dramatically effective in: 


* neonatal asphyxia (due to inhalation of 
amniotic fluid, mucus obstruction, atelectost 

croup « laryngitis tracheobronchitis 
NEW YORK 18, 


pertussis « pneumonia « bronchial asthma 
emphysema « bronchiectasis « lung absces 


v. 


Alevaire, trademark reg. U.S. Pat. Off. 
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6. 
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ACROSS 
1. Pertaining to the 
blood 
. Any eruptive disease 
. Redness due to in- 
flammation 
. Sarcasm 
. Avenue (abbr.) 
. Muscle sugar 
. Wind indicators 
. Sodium, roentgen 
(symbols) 
. Pertaining to boron 
. Suffix signifying 
native 
. Tactile end-organs 


. Particle of matter 

. Pertaining to 
amnesia 

. Eludes 

. Not the same 

. Any baglike organ 

. Watchful 

. Reproves 

. Battle horses 

. Small island 

. Oxygen, dysprosium, 
iodine (symbols) 

. Bones (Lat.) 

. Pendulum of the 
palate 


. So be it 

(Lat.) 

. An ancient galley 

. Period of time 

. Grind the teeth in 
pain 

. No more 

. A part that revolves 

. Meat garnish 

. Cyanogen, argon 
(symbols) 

. Classify 

. Birds’ homes 

. The letter S 

. Bottoms of the feet 


. Urticaria 

. Mass rotoplasm 

. Suffix ind icating an 
alkaloid 

. Sac containing liquid 
Large gland behind 
the stomach 
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. Egg-shaped 
. Abnormal dryness 


of conjunctiva 


. Bones connecting 


nipples 


. Pain in the shoulder 
. Large colonies of 


bacteria 


. Female sex gland 


Angeles 


. And so forth 
. Though (var.) 


The letter D 
. Do wrong 


40. Serological test for 
hilis (abbr.) 


50. Make evident 
52. Part of the body 
having special 

function 

53. Intelligence 

54. Breaks in two 

56. Protons 

58. Bronze or steel, 
for example 

59. Wear away 

60. Nostrils 

62. cesium 


(sym! 
Unit work (pl.) 
69. The mouth 
(comb. form) 


: 
55 
62 
64 
67 AN acute mfecti 
9 disease (pl.) 
7 vertebra to sternum 46. Aspersion , 
71 10. One (Span.) 48. The first man ‘ 
11. Sodium borate i 
sc. for 7 12. A carbohydrate 
$ of 73 13. Can again 
on tl 7 22. Acidity 
7 23. Mesh of nerve fibers 
26. Absence of the 
: 
tions) 38 
39 4 
23 
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, The proved, effective antihypertensive — 
—= now combined with a safer, better diuretic 


RAUTRAX-N 


Squibb Standardized Whole Root Rauwolfia Serpentina (Raudixin) 
and Benzydroflumethiazide (*Naturetin) with Potassium Chloride 


New Rautrax-N lowers blood pressure promptly,' maintains a favorable urinary sodium 
potassium excretion ratio,2-'© causes no undue disturbance of the electrolyte pattern.” 
Rautrax-N, combining Raudixin and Naturetin, a new, safer diuretic, facilitates management 0 
all degrees of essential hypertension. It is effective eveg when rauwolfia alone proves 
inadequate, or when prolonged treatment, with or without associated edema, is a factor. 
Rautrax-N may be used alone or in conjunction with other antihypertensive drugs, such 4 
ganglionic blocking agents, veratrum or hydralazine, should such regimens be needed. 


Supply: Rautrax-N—capsule-shaped tablets providing 50 mg. Raudixin (Squibb Rauwolfia Serpentina Whol 
Root) and 4 mg. Naturetin (Squibb Benzydroflumethiazide), with 400 mg. potassium chloride. 

Dosage: initially—1 to 4 tablets daily after meals. Maintenance—1 or 2 tablets daily after meals 
maintenance dosage may range from 1 to 4 tablets daily. For complete instructions and precaution 
see package insert. Literature available on request. 1-16 References available on reques. 


Squibb Quality — the 
Priceless Ingredient 


‘rauTRax’® AND ‘NATURETIN’ ARE SQUIBB TRADEMARKS. 
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Summer Camp Job 

Re: your article on summer 
camps, “Last Call for Summer 
Camp Jobs!” in the May issue 
of Resident Physician, I found 
much of the information valu- 
able, and some of it, for me at 
least, worthless. For example, on 
the listing of “Ten questions you 
should ask about summer 
camps,” I found very few camps 
willing to answer all of these 
questions in detail. Some seemed 
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upset that I was that interested 
in all the inside information of 
the camp’s workings. However, 
I must say that when they were 
reticent, I became even more so 
—and ruled out many camps be- 
cause they were unwilling to co- 
operate. 

In any event, this is to thank 
you and let you know that 
at least one of your readers 
landed a camp job which appears 

—Continued on page 32 
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A satisfactory hematologic picture during the 
second year of life may often be assured before 
the second year begins. Timely prophylaxis— 
Similac With lron feeding during the first year 
of life—can help assure adequate iron stores; 
can help prevent dilution of hemoglobin in an 
expanding blood compartment. When exoge- 
nous iron is prescribed for the infants in your 
practice, Similac With lron—from the bottle 
or from a cup—provides assured iron intake 
in every formula feeding. 


prophylaxis. 

@gainst 

year 
ciency 


WITH 
IRON’ 


12 mg of ferrous iron 
per quart of formula 


ROSS LABORATORIES 
Columbus 16, Ohio 
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—Continued from page 29 of value to me as a beginning 


. practitioner as it has been during 
to fill the bill perfectly. The sal- my residency. 


ary is $1,100 for eight weeks— Pau Cummines, M.D. 

which is better than the range CAMBRIDGE, Mass. 

you indicated. They have a reg- 

istered nurse and a completely which Car? nC 


equipped infirmary. As a gradu- Enjoyed the article on foreign 


ating pediatric resident, I am car, (“A Guide to the Low- WI 
looking forward to the chance to priced Foreign Cars,” June, Resi- 


combine a Paid vacation with gen Physician), and I was 

some practical outpatient type amazed to see there was such a 

work “in the field”—so to speak. variety of makes. ‘ 
I will miss your journal after I 


I’m in my last year of resi- 
go into practice (next fall) be- dency and have started thinking c i 


cause I suspect that much of seriously about office equipment 
your editorial content would be —Concluded on page 36 


i When weight gets out 
centrol, the dangers 
“inflation” set in— 
imposing an added 
gtrain on heart, kidneys, 
| blood vessels. 


keep your obese patient 


Paul, 
SYNDROX TABLETS 5 mo. ‘ 
meth ‘hydroo ELIXIR 5 mg. per 5cc. 
—curbs the desire for Dosage: ) to 1 tab. or tsp. 2 or 3 times 
food and combats de- a day, % to 1 hr. before meals. ‘ 
pression. The result is ._ 
less Interest in eating, — 
_ more interest In other AcNEIL LABORATORIES, INC. July 


activities, jiadetphia 32, Pa. 
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DOES EVERY- 

THING PLAIN ASPIRIN GAN 
DOES FASTER 
WITH HIGHER SALICYLATE 
BLOOD WITH 
FAR FEWER GASTRIC SIDE 
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Paul, W.0.; Dryer, R.L., and Routh, 
Assn. 
(Scient.Ed.) 39:21 (Jan.) 1950. 


Fremont-Smith, P.: 
J. Am. Med. Assn. 158:386 


Tebrock, H.E.: ind. Med. & Surg. 
20:480-482, 1951. 
(une 4) 1955. 
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For a complimentary supply of BUFFERIN write: 
Bristol-Myers Company, Dept. BU-13, 630 Fifth Ave., N. Y. 20, N.Y. 
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—Concluded from page 32 


and a means of transportation. I 
lean toward a small foreign car 
but my wife, the conservative of 
the family, thinks we should buy 
a used standard-sized American 
car. 
What’s your opinion? 

J. M. CaRROLL, M.D. 

New York City, NEw York 


e Sorry, but we make it a rule 
never to interfere in domestic 
“discussions.” And good luck 
with your used American car. 


Mediquiz Contest Rules 

Here’s one resident who plans 
to take a crack at your “Medi- 
quiz Contest.” I think the con- 
test is an excellent idea and will 
create a lot of interest among 
house staffers. 

But one question: What are 
the rules? Have seen nothing as 
yet about this in Resident Physi- 
cian. 

P. L. BARNEs, M.D. 
MINNEAPOLIS, MINN. 


¢ Please turn to page 64 of this 
issue for contest rules. 
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23 
® syrup —12 fl. oz. push-button can. Each 5 cc. 
teaspoonful contains: Vitamin A (Palmitate) 
3,000 U.S.P. Units * Vitamin D 800 U.S.P. 
Units Thiamine HCI (B:) 1.5 mg. « Riboflavin 
(Bz) 1.5 mg. « Pyridoxine HCI (Bs) 1 mg. * 
LIQUID MULTIVITAMINS Ascorbic Acid (C) 40 mg. « Vitamin Bu 


3 mcgm. « Niacinamide 10 mg. « Pantothenic 
LEDERLE LABORATORIES, a Division of Acid (as Panthenol) 1 mg. » Methylparaben 


AMERICAN CYANAMID COMPANY, 


0.08% Propylparaben 0.02%. Also avail: 
Pearl River, New York 


able in concentrated form: PEDIATRIC DROPS 
—50 cc. hottle 
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Editor’s 
Page 


THE BERRY PLAN 
Sign Up—or Take a Chance! 


Each male intern who graduated in January or July of 
this year, and who is an American citizen, will be faced 
during the next two months with making the decision as to 
whether he will sign up under one of the options provided 
by the Berry Plan, take a reserve commission in the Public 
Health Service, or do nothing about it, and take his chances 
under current draft laws if the time should come when 
doctors are drafted for the Armed Forces. The fact that 
an intern was classified as “4F” under the regular draft act 
has no meaning under the Doctors’ Draft Act, because it 
is the philosophy of the Armed Forces that if a doctor can 
serve aS an intern, a resident, or practice medicine in a 
civilian status, he can do likewise in a uniform. Of course, 

hoe if a doctor has a psychosis, acute tuberculosis, acute 

— hemorrhagic nephritis, leukemia, cancer, or a similar disease, 

1 mg. * the chances are that he would be declared “4 F.” 

eothonl It must be understood by all individuals who are eligible 

_— for the Berry Plan this year, that the number of doctors who 

C DROPS will be needed both as specialists and as general medical 
officers is based to a large extent on the troop strength. 
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Any proportion, or ratio, of physician to troop strength is 

a resultant of the play of a number of variables. It is 

therefore subject to change. Within each Service it varies th 
from month to month. If the troop strength of the Armed ot 
Forces is cut down by Congressional action, then the number Se 
of doctors required for the care of the troops will decline. i 
It might be noted, as a matter of interest, that the decline | wi 
will not necessarily be directly proportional; the military 

medical services often have a great deal of trouble explaining E 
this. There are many reasons, stemming from the special H 
characteristics and missions of the Services, but one good as 
example should suffice. If one ophthalmologist, one m 
orthopedic surgeon and one radiologist are serving a troop C 
population of 15,000 at an isolated post, and that population tr 
is reduced to 12,000, very little can be done about reducing fo 
the specialist staff. 

The basis for deferment for full residency training is to af 
provide young specialists for the Armed Forces. The number we 
in each category of specialists who are deferred each year Fi 
have been determined by careful estimates of what the needs th 
will be for specialists, two, three, four, five and six years i 
hence. This again is based on estimates of troop strength SU 
in the future. These same estimates also furnish information 
relative to the number of obstetricians, gynecologists and W 
pediatricians needed to furnish medical care and treatment de 
to dependents of service men. The dependent ratio has th 
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turned out, interestingly enough, to be a rather stable one. 

In addition to the various options provided for under 
the Berry Plan, a young physician may fulfill his military 
obligations by going on active duty with the Public Health 
Service, and serving two years as a commissioned reservist 
in one of the many medical or public health activities for 
which the Public Health Service is now responsible. 

Now what should one do? That is the question! Your 
Editor has always had a bias in his advice on this problem. 
He feels that it is better to get one’s military obligations off 
as promptly as possible, and that is the recommendation he 
makes to the interns on his medical service in the Kings 
County Hospital. He has no objections to these interns 
trying for deferment for complete residency training, or 
for a year of residency training, although he points out that 
the chances are they will get the same type of assignment 
after one year of residency training as they would if they 
were entering service immediately after their internship. 
From what his surgical colleagues have told him, he is of 
the opinion that it is very unwise to ask for a year’s deferment 
if one is taking a residency in surgery, or in one of the 
surgical specialties. 

These questions will be raised: “Why do anything at all? 
Why not take the chance? Won't the requirements for 
doctors for the Armed Forces go down as Congress cuts 
them back?” The answer to the last question is: “Yes.” 


} 
} 
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Also, the number of general medical officers needed by the 
Armed Forces for the years 1961-63 will be less than half 
the number of young doctors who are American citizens 
and who are currently interning; so if no one signed up 
your chances of avoiding the draft after July 1961 would 
be better than even. ’ 
However, there should be something else other than 
figuring the angles, or the chances. These are perilous 
times in which we live, and as good citizens we should 
support to the hilt the foreign policy decisions which are 
made by our government. The major reasons our Armed 
Forces exist are to enforce and to maintain our foreign policy, 
if only by their existence. These forces, wherever they may into p 
be, must have the best of medical care. It is part of our more 
duty as citizens to provide this type of care to members work, 
of the Armed Forces and their dependents. Patriotism does tients 
not seem to be a popular word in certain circles today, but hospit 
our history has consistently shown that the American doctor patien 
has always been patriotic. This is no time for us to let down, attenti 
because if the Berry Plan quota is not filled and the doctors’ guess 
draft is activated, a number of young doctors will experience Thi 
a rude awakening. Sign up today! real 1 
partne 
just a 
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Here are some of the pros and ‘cons of 
two-man specialty practice as gieaned 
from interviews around the country. 


The Two-Man 


Partnership Practice 


*N othing like taking a young man 
into partnership. Gives the older man a 
more relaxed life. Not so much night 
work, fewer emergencies. And the pa- 
tients go for it, too . . . especially in the 
hospital where we check on each other’s 
patients. They feel they are getting super 
attention to their problem. In a way, I 
guess they’re right.” 

This was Dr. George Benson (not his 
real name), senior man in a two-man 
partnership which had been operating for 
just a few days short of a full year. 

We had already interviewed a dozen 
doctors, each representing one-half of a 
two-man partnership. We had whipped 
through the literature, too. 

And now came Dr. Benson, waving us 
to a chair in his strikingly beautiful office, 
and launching into a candid evaluation of 
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his two-man practice. A lot of 
it was the kind of inside talk one 
doesn’t always get in the litera- 
ture. In fact, he started off by 
attacking what he termed “some 
of the misleading stuff on part- 
nerships you see in the litera- 
ture.” 


Not simple 


“The journals are right a lot 
of times and they’re wrong quite 
often, too,” he said. “Take this 
business of the simple contract. 
Simple contract? Ours is 21 
pages long. Consult a lawyer and 
an accountant? Listen, we con- 
sulted several lawyers and sev- 
eral accountants. And we thought 
this thing out for seven months 
before we moved. You saw our 
examination rooms, the waiting 
room, the offices? Do you know I 
was down here every morning 
for two months to see that the 
layout was right. This is no sim- 
ple matter, a partnership.” 


Failure 


“And let me tell you some- 
thing else the articles are wrong 
about. They say, ‘Don’t worry 
about your partnership — if it 
fails, you can always go solo.’ 
That’s some attitude. If it fails, 
you lose. You lose time. You 
lose reputation. You lose confi- 
dence—and money, too. 
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“If partners don’t enter a part- 
nership with the intention of 
making it permanent, they’ve no 
business starting in the first 
place.” 


Problem 


How about the two- and three- 
man partnerships? 

“Partnerships aren’t all the 
same problem,” he said. “It’s 
easy to form a 2-man combo, but 
that third man really changes the 
situation . . . upsets the balance.” 

Another important factor: 
wives. “The wives have to be 
compatible, too; and don’t ever 
underestimate the power of the 
two females to split up or shore 
up a partnership.” 

Why, we asked him, had he 
soloed for almost a year after 
leaving his residency. “I couldn't 
find the right set-up,” he said. “I 
wanted to associate with a teach- 
ing hospital, and there just 
weren’t any older doctors around 
who wanted to team up. And 
then, I had this thing in the back 
of my mind. and wanted to wait 
and see if it would jell.” 

“How did you make out solo?” 
we asked. “Unless you picked up 
a fellowship or a part-time assist- 
antship, you must have had 
problems.” 

“Not at all,” he said. “I did 
very well. I think a lot of this 
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talk about starving the first year 
is exaggerated.” 

“Then why did you switch?”. 

“When you're solo,” he said, 
speaking deliberately, “you're 
working in a vacuum. A partner- 
ship with the right people in it is 
stimulating. And you do more 
important work. On my own, it 
was a lot of hemorrhoids and cut 
fingers and once in a while a 
colostomy. Now I do a fascinat- 
ing assortment of all kinds of 
work. You could fill all the de- 
partments of a hospital with the 
kind of work we’ve been doing.” 


Junior partner 

The door opened and Dr. Lor- 
enz (not his real name) poked 
his head in. “Take over, John,” 
Dr. Benson said, getting to his 
feet. “Let him hear how the other 
half survives.” Alone with Dr. 
Lorenz, junior man of the two- 
man team, we asked for his gen- 
eral impression of the partner- 
ship. 

“Excellent,” he said firmly. “I 
like the idea of having a more 
experienced man available. I 
can ask any question any time. 
No strain. Also, it keeps me on 
my toes.” 

Other benefits Dr. Lorenz 
touched on: “When you slump 
off in solo work, and I guess it 
happens to everybody, you get 
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the blues. When you slump in 
partnership, you have another 
man to carry you, pick you up 
again.” 

“Then, of course, you have 
more time off, you’re more re- 
laxed, you get to see more pa- 
tients and your patients get more 
care. Now, if you’re working in 
two hospitals, as we are here, 
there’s no need to run back and 
forth. Your partner covers for 
you.” 

“Suppose,” we said, “your 
patient wants no part of you... 
wants your partner only.” 

“That may happen on a first 
visit,” he answered, “but after 
they’ve been seen by a couple of 
men and gained confidence in 
both, most patients just don’t 
care.” 


Confidence 

“Any more advantages?” 

“Well, if you’re in a non-resi- 
dency hospital and you're solo 
you have to hire someone to 
assist. If you have a partner, he 
works with you. And you don’t 
have to watch his every move. 
You joined up with him in the 
first place because you had confi- 
dence in his ability, so you work 
relaxed.” 

“Why do the older doctors 
want to team up with you 
younger men? Is it because of de- 
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clining income?” I asked Dr. 
Lorenz. “Well, I suppose it’s 
partly that. But I think it’s the 
rough pace, mostly. They’re get- 
ting older and they’re slowing 
down. Also, their ‘feeders’, older 
men like themselves, are dying 
off. And don’t forget the income 
tax situation. You’re much better 
off these days with a steady 
plateau of income rather than a 
slow start and finish and a fast 
period in between.” : 


Ego 

“What are the drawbacks of 
partnership as you see it?” we 
asked. 

“Wounded ego is one. You 
know, you’ve always been treat- 
ing a patient and one day he goes 
to your partner. It hurts. Even 
though you know it’s all for the 
same cause, your ego is jolted. 
And sometimes patients say un- 
complimentary things about you 
to your partner, who may let it 
slip out, or he may kid you about 
it. You have to learn to take 
these things. It’s compromise, 
always compromise. And, then, 
the junior man always knows he’s 
the junior man. He has to sub- 
merge his personality; whereas in 
solo work, even if everything else 
goes wrong, you’re top man in 
your Office.” 

“Let’s have a summary.” 


“All right. Partnership is stim- 
ulating, gives you backing when 
you need it, provides an even 
plateau of income. Be sure you 
team up with the right man, be- 
cause you'll have to make a lot 
of adjustments. Make your plans 
far in advance, have them 
checked by lawyers and account- 
ants. Write a lengthy contract, 
with every eventuality  safe- 
guarded. Consult other partners, 
read the literature, know what 
you're doing. If it’s right, part- 
nership is a rich experience.” 


Analysis 


That’s the story from Drs. 
Benson and Lorenz. How about 
the others? Well, here’s an analy- 
sis of their views, boiled down. 

Unless you’re headed for mili- 
tary, public health, V.A., anes- 
thesiology, radiology, or psychia- 
try, the chances are 2-1 in favor 
of your combining with one or 
more MDs in private practice. 


Salaried 
Let’s get one misconception 
set right: The salaried MD 


assistant is not in a medical part- 
nership. He is an employee. He 
has the advantages of non-en- 
tanglement (in a long-term con- 
tract relationship) with another 
MD, and assured income. He has 
the potential disadvantage of a 
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loss of professional reputation 
and a loss of time in which he 
might have built up his own rep- 
utation and practice. 

Nor is the share-the-expenses 
relationship a partnership. It is 
economical but it bears the seeds 
of possible discord if and when 
patients switch, and it has none 
of the contractual security of 
partnership. 


Pleasant 


Partnership is exceedingly pop- 
ular in the Midwest, Southwest 
and Far West. It is just begin- 
ning to catch on in the metro- 
politan East. One reason for the 
lag in the East: the newly-grad- 
uated resident seeks the more 
pleasant living conditions of the 
newer suburbs; he is unknown 
and generally must go it alone. 
The older man, his potential part- 


ner, having survived big city 
competition, is loathe, even if it 
is to his eventual best interests, 
to give up a half share, or close 
to it, in what he has worked so 
hard for. 


Two kinds 


There are two basic kinds of 
2-man partnership practice. Most 
popular: the younger man with 
no practice joins the older man 
with an established practice. 

Second most common type: 
two young men, generally with 
each having a small, beginning 
practice of his own. (Two begin- 
ners starting with nothing are apt 
to have a very rough time of it.) 
Two-man arrangements are gen- 
erally in the same specialty. (Ob- 
stetricians, internists, and sur- 
geons. team very readily, as do 
pediatricians.) The “old and 
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young” combination is always 
“iffy” (compatibility being the 
big factor) but in terms of in- 
come is generally successful. 

The advantages of partnership 
are many. Two can have more 
facilities, a larger office, than 
one. There is ready consultation 
when medical problems arise. 
There is continuous cover. The 
man who is temporarily not 
available does not lose his pa- 
tient to another M.D. 

There is, for the younger man, 
an immediate assured income, 
the security of working proximity 
to an experienced man, and an 
early good share of a substantial 
income. 

For both doctors' there are 
opportunities for vacation and 
sick leave, conventions and con- 
ferences. Each can take post- 
graduate courses with the assur- 
ance that his practice is being 
covered by a competent man. 


Income 

The older man’s income tends 
to drop, but with the tax struc- 
ture as it is, he loses very little,” 
and he gains a more relaxed way 
of life. 

Upon the death of either part- 
ner, the widow receives a better 
share of the collection of old 
accounts and sale of equipment 
when these matters are handled 


52 


by the partner rather than by the 
inexperienced widow. 


Decisions 

The disadvantages of partner- 
ship are also very real. Com- 
promise becomes the order of the 
day. Woe to the partners who 
are not fully compatible. They 
can soon find themselves in the 
situation of novelist Richard 
Gordon’s protagonist, in his 
“Doctor in Love,” who teams up 
with an_ irresponsible friend, 
Grimsdyke. The latter buys a 
limousine in the name of the 
partnership to put up a good 
front, and without having con- 
sulted the other. The two men, 
after several more unilateral de- 
cisions of Grimsdyke, are soon 
not on speaking terms. They ex- 
changed such notes as the fol- 
lowing when they wished to com- 
municate: 

“Dr. Grimsdyke presents his 
compliments to Dr. Gordon, and 
will he refresh Dr. Grimsdyke’s 
memory as to the dose of tinct. 
Belladonnae?” And, in return, 
“Dr. Gordon presents his com- 
pliments to Dr. Grimsdyke. It’s 
five to thirty minims, and what 
have you done with the auri- 
scope?” In real life it isn’t funny. 

For the junior man there is 
this added rub. Although the two 
are as one, from point of view of 
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responsibility and commitment, 
the senior man will, in the natural 
course of things, be making the 
decisions. The junior man will be 
junior, and he will have to accept 
it. 

Well, then, suppose you have 
decided that partnership is for 
you. You know Doc Jones, have 
worked with him in the hospital 
and respect his ability. You've 
gabbed with him on politics and 
T.V. ratings and like his point of 
view. Perhaps there’s been an 
exchange of home social visits 
which proved enjoyable. The 
feeling is mutual, as is the inter- 
est in partnership. There is now 
much to be arranged before there 


can be a partnership. 


There are two demands that 
you, the junior partner, will auto- 
matically make. One is that you 
start at a reasonable income, say, 
$10-$12,000. Another is that 
within five years you will be a 
full partner. Normally there is a 
sliding-scale arrangement that 
permits the junior partner to in- 
crease his share each year until 
he reaches equality. 

Many contracts are so arranged 
that there is a trial courtship of 
one year or so where the junior 
works on salary. After the court- 
ship the partnership begins on a 
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sliding scale. If the courtship 
proves the men are not compat- 
ible, the prospective partnership 
is dissolved before it starts. 

Junior partners will try to 
keep out of their contracts the 
two following pet senior clauses: 

1. Junior partner must set 
aside 10% of his income in a 
trust fund, to be forfeited if he 
leaves before termination of con- 
tract. 

2. Junior partner shall agree 
not to practice within such-and- 
such number of miles of senior 
partner within such - and - such 
number of years of termination 
of partnership. (The eventuality 
of dissolution of contract before 
its expiration must be expected 
and permitted, without malice or 
attempt to forestall it. The man 
legally held to a contract only 
makes the partnership miserable 
until its contractual termination. 
And to attempt to circumscribe 
a doctor’s practice is not only 
unfair but difficult to accomplish 
by law.) 


Assets 


Having agreed on the basic 
issues above, the would-be part- 
ners have much more to decide 
and to put in writing. They take 
their problems, of course, to a 
lawyer and an accountant, for a 
full contract must be drawn up, 
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ARE 
ODDS? 


Resident Physician's Medi- 
quiz Contest starts next 
month. Based on your read- 
ing of current medical jour- 
nals, you stand an excellent 
chance of drawing down one 
of the more than $10,000 in 
prizes. The odds? Well, the 
contest is limited exclusively 
to residents and interns. That 
means about 38,000 are eli- 
gible. Naturally, we don't 
know how many will complete 
the series of questions—but 
if you figure 10-20% (and 
that's a high figure, we think) 
then you come up with odds 
of from 32-1 to 63-1. That's 
based on 120 prizes. Worth 
trying for? We think so. 


one that will consider every 
eventuality.® 

A prime issue to be settled in 
the contract is that of ownership 
of the capital assets. The varia- 
tions include everything from full 
original ownership to immediate 
half-purchase by the junior part- 
ner. Sliding-scale purchase is 
very typical. If there is owner- 
ship of a building involved, this 
is often set up as an independent 
real estate enterprise, owned by 
the original owner and leased to 
the partnership. 

On the question of accounts 


receivable, that is, bills owed, it 


is better that the junior partner 
be given some kind of initial 
share or he will starve and be 
discouraged too soon. It is also 
fair on the grounds that his 
efforts in the partnership soon 
add to the collectibility of the 
bills. 


Contract periods 


The contract naturally states 
how long it shall run—generally 
3 to 5 years. It makes very spe- 
cific what shall happen in disso- 
lution by personality, professional 
or financial conflict, by military 
service, continuing disability or 
death. Generally a junior partner 
in military service earns a frac- 
tional income while in service. 
At death the survivor buys the 
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assets, collects unpaid bills and 
pays the widow her share. 

A mutual insuring of each 
other’s lives is a clever means of 
enabling the survivor to have a 
lump sum with which to pur- 
chase the other’s assets. Unpaid 
bills may also be purchased from 
the widow by lump sum. 

Often included in contracts is 
a listing of those responsibilities 
and expenses which are not to 
be shared. If the partnership 
pays rent, salaries, supplies, 
maintenance, depreciation and 
practice insurance, it does not 
pay for convention expenses, car- 
fare or automobile upkeep and 
purchase of medical books. 


Sometimes the contract actually 


names who is to make the deci- 
sions, but this can be left out as 
an intangible. 

As to the physical office*:® that 
partners will need, it is important 
that basic rooms be easily acces- 
sible to both doctors, that there be 
a number of small rooms for ex- 
amination, minor surgery, staff 
relaxation, etc. Extra space is 
always a good idea if there is any 
expectation of more members be- 
ing brought into the group. 


And... 7? 


All in all, partnership is like 
marriage. It will last and last, 
depending on how hard you work 
to keep it going. 
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F or Residency Training? 


— the Universal Military 
Training and Service Act, includ- 
ing the docto: draft, was ex- 
tended to July 1, 1963, medical 
students and the Armed Services 
are in a position to plan for the 
future. 

All physicians graduating from 
medical school until that date 
who have a liability for military 
service must face the question, 
“Shall I serve now, or chance a 
draft call later, after I have be- 
gun residency training or estab- 
lished a practice?” 

Each must make up his own 
mind based upon what appears 
to be best for him. 

Before deciding, however, it is 
only right that all relevant facts 
be presented and placed in 
proper perspective to permit a 
reasoned, intelligent decision to 
be reached and a course of action 
charted. 
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Military Service Now. . 


The information that follows is J the cl 
the most current available from slight 
the Department of Defense. It swer; 
will help you in deciding what to and 
do about your military service same. 
obligation. Th 

Since February 1957 (when is wh 
the last draft call for physicians begin 
was made) the military depart- militz 
ments have been able to fill their this « 
requirements for medical officers meml 
from volunteers. Natic 

milite 

Defense officials point out that the fi 
this healthy condition, with re- 
spect to not drafting physicians, Spec 
could change overnight if sizable rs 

I 
numbers of interns suddenly de- tion 
cide to “let George do it.” “oe 

Yet the intern may well ask: their 
“Why should I volunteer when , 


Prepared in the Office of the Assistant 
Secretary of Defense (Health and Med- 
ical). 
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the chance of being drafted is so 
slight?” There is no single an- 
swer; individual circumstances 
and objectives are seldom the 
same. 

The first decision to be made 
is whether or not you wish to 
begin private practice with your 
military obligation unfulfilled. In 
this connection, you should re- 
member that in the event of a 
National Emergency those interns 
and residents who have not had 
military service will probably be |” 
the first called to active duty. | 


Specialists 


Another important considera- 
tion is that interns not in the 
Berry Plan cannot plan to fulfill 
their military obligation as spe- 
cialists after they have completed 
their residency training. The 
reason for this is that the Armed 
Forces in-service career residency 
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training programs and the resi- 
dents deferred under the “Berry 
Plan” (explained in detail in a 
moment) are expected to pro- 
vide the specialists needed by the 
military departments. 

The “Berry Plan” (so-called 
after Dr. Frank B. Berry, Assist- 
ant Secretary of Defense for 
Health and Medical) is impor- 
tant from the standpoint of both 
the intern and the Defense De- 
partment. The complete story, 
together with “what, why, who 
and when,” must be fully under- 
stood to appreciate the advan- 
tages the plan offers to newly- 
graduated physicians who have 
an obligation for military service. 


Berry Program 
What is the program? 


Developed in 1954 by the 
Department of Defense, in co- 
operation with the Selective Serv- 
ice System, the Berry Plan is de- 
signed to permit physicians who 
are liable for military service to 
be commissioned well in advance 
of the time they will be required 
to serve, and to permit successful 
applicants to be deferred for resi- 
dency training in specialties re- 
quired by the Armed Forces. 

Why is the program important? 
Among the program’s features 
are: 
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@ It permits draft liable phy- 
sicians to apply for and receive 
reserve commissions while still in 
internship so that those physi- 
cians who desire to do so may 
enter on active duty following 
completion of internship. 

@ It gives the physician an 
opportunity to express a choice 
of service (Army, Navy or Air 
Force) and to indicate the date 
he would prefer to enter on active 
duty. Individual preferences are 
followed insofar as the changing 
requirements of the military de- 
partments permit. (In the past, 
the departments have been able 
to honor from 80 to 95 percent 
of these preferences. ) 

@ The program enables the 
military services to obtain from 
those physicians obligated for 
military service the required 
number of physicians with spe- 
cialty training. 


Alternatives 


Under the program, the intern 
may request one of the following: 

Deferment for residency 
training required for board certi- 
fication. 

e Active duty beginning dur- 
ing the year following comple- 
tion of internship. 

© Active duty beginning one 
year after completion of intern- 
ship. 
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Preference for active duty to 
begin during the year following 
completion of internship, or one 
year after completion, will be 
honored on the basis of first 
come, first served, with the post- 
marked date of the application 
for commission being the deter- 
mining factor. 

Unless a desire is expressed to 
enter on active duty at a later 
date the majority will be called 
during July and August. 

Interns deferred for residency 
training are expected to begin 
their military service upon com- 
pletion of the required training. 

Vacancies in the military de- 
partments are earmarked and re- 
served only for residents who 
complete all of the required train- 
ing. Residents who voluntarily 
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terminate their training prior to 
completion of the number of 
years required for board certifi- 
cation will be brought to duty as 
vacancies occur. There can be no 
assurance that they will be uti- 
lized in their specialty field. 

Who may participate? 

For commissioning and call to 
active duty, or consideration for 
residency deferment, the physi- 
cian, in addition to being liable 
for two years of military service, 
must be a 1960 graduate of a 
medical school approved by the 
Council on Medical Education 
and Hospitals of the American 
Medical Association. He must 
be qualified for and willing to 
accept a Reserve commission in 
the medical corps of one of the 
Armed Forces. 
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That's the Second Prize in 
Resident Physician's Medi- 
quiz Contest—a brand new 
British Triumph Herald se- 
dan! Contest starts in next 
month's Resident Physician. 


When must the intern apply? 


To participate in the program, 
the 1960 graduate must complete 
and mail before September 15, 
1960 the Statement of Preference 
which will be made available in 
July. (A mailing list for distri- 
bution of bulletins and forms will 
be made up from lists of senior 
medical students and their intern- 
ship addresses as provided by the 
deans of medical schools.) _ 

Failure to meet the deadline 
will result in the intern being 
assigned to one of the services 
for commissioning only, and not 
being considered for residency 
deferment. 

In returning the Statement of 
Preference by the appointed time, 
the intern has set the wheels in 


motion. Before deciding whether 
to apply, however, full informa- 
tion, in booklet form, will be sent 
to all interns and hospitals by the 
Defense Department. Close study 
of the booklet is a must. 

On July 1, 1960, abut 2500 
residents will be in deferred 
status. Roughly 950 will be in 
their first year of training and the 
remainder in the second, third or 
fourth years. 

In the program for 1959 grad- 
uates, 2275 applications for ac- 
tive duty or deferment were re- 
ceived by the deadline date. Of 
1555 who requested deferment, 
947 were selected. There were 
533 interns who requested active 
duty immediately following in- 
ternship and 187 who wanted 


duty one year after completion , 


of internship. An additional 100 
applications were received after 
the deadline; after determination 
of the sponsoring Service, most 
of these were processed for 
active duty—a few requests for 
deferment were approved to fill 
vacancies still available in some 
specialties. 


Specialty 

The chances of being selected 
for deferment depend on the 
number requesting deferment in 
each specialty, and the total num- 
ber the Armed Forces require to 
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her § be trained in the specialty. About residency training, there is the 
na- | 850 will be selected in all spe- assurance that if selected, the 
ent § cialties. _ residency will not be abruptly 
the Each specialty is considered terminated by a draft call. 
idy | separately and selections for de- For the intern who desires to 
ferment are made by lot from enter active duty immediately 
00 | those participants desiring train- after internship or one year after 
red | ing in that specialty. The selec- internship, there is the assurance 


tion rate varies considerably be- 


that he may make plans for en- 


the | tween the specialties. Last year tering private practice or resi- 
or § it ran from 100 percent for such dency training after serving, and 

specialties as general practice, he will have the peace of mind 
id- } otolaryngology, physical medi- that comes from the knowledge 
uc- | cine, psychiatry, etc., to 50 per- that he has fulfilled his military 


cent for obstetrics and gynecol- 


obligation and will not be called 


Of § ogy and 25 percent for oph- 

nt, thalmology. 

Te Each year some residents 

ve voluntarily request active 

n- duty before completion of 

ed | the training required for agile 

on board certification, thereby eames 

0 creating a number of vacan- 

er cies. The military depart- 
yn ment tries to replace those 
st who withdraw, with other ‘ 


residents who have the same 
level of training. Each de- 


partment usually has a lim- 
ited number of vacancies for 


deferment for residents in 
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showedme howto § 
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their second, third or fourth 
year of training. 


d “What advantage do I Restdent Physician floneer 
have if I decide to partici- leadertn articles 
n pate?” interns may ask. ualu house staffers 

\- There are several advan- % sad 

Oo tages. For those who desire 
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upon to serve again unless there 
is a National Emergency. 
“What happens if I decide not 
to participate?” cannot be an- 
swered with the same degree of 
certainty as the previous ques- 
tion. If sufficient interns do not 
participate and request active 
duty to meet the needs of the 
military departments for physi- 
cians, a special draft call is the 
inevitable result. In the latter 
event, the physician has neither 
choice of service nor time. of 
entry on active duty. The draft 
liable physician who has not par- 
ticipated runs the danger of 


serious financial loss if the mili- 
tary service interrupts his prac- 
tice for two years. This will con- 
tinue either until he does serve 
or until he is 35 years old. 

“What is best for me to do?” 
is the final question. The answer, 
of course, is up to you. When 
you receive the information bul- 
letin (as you will) from the As- 
sistant Secretary of Defense 
(Health and Medical) it will 
fully explain the program. 

It will not answer, however, 
what you should do, for in the 
last analysis that decision must 
be made by you. 
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: ‘ee Elwell, the obesity patient in 205, wants a laxative.” 
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GRAND 


All expenses paid. British Overseas Airways Corporation, one of 


the world’s largest and most experienced jet airlines, has been 
selected to fly yeu across the Atlantic. BOAC’s 707 Intercontinental 
flies New York to London the fastest way, in only six hours and 
20 minutes. You will have a full 14 days in Europe. Arrange- 
ments will be made to have the winner visit leadine medical insti- 


tutions and meet Se 


1. Contest will consist of Medi- 
quiz-type questions to be published 
in the August, September, October, 
November and December issues of 
RESIDENT PHYSICIAN. Contestant 
must answer and return all five 
sheets on or before required dates 
(as indicated in Rule 4) to be 
eligible. 

2. Contestants must have resi- 
dent physician or intern status and 
be in good standing in programs 


ne Of Europe's foremost physicians. 
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currently approved by the Ameri- 
can Medical Association and by the 
American Specialty Board applic- 
able to their specialty. Employees 
of RESIDENT PHYSICIAN or mem- 
bers of their families are not elig- 
ible to enter this contest. 

3. Each contestant is limited to 
a single entry each month. 

4. Each monthly entry must be 
postmarked not later than the 10th 
of the month following the month 
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PRIZES 


SECOND PRIZE: 


NEW BRITISH TRIUMPH SEDAN 


The new Triumph/Herald has won world-wide acclaim and was 
selected as the car with the most wanted features for the hospital 
staff physician. It sets a new standard for safety, economy, service 
and ease of handling. Four-wheel independent suspension makes 
it almost impossible to turn over—over-sized brakes—steering 
column that telescopes in case of emergency—never needs an 


ordinary “grease job”—up 
to 40 miles per gallon. 


ontest Rules 


of publication, except for contest 
entries from Canal Zone, Hawaii 
and Puerto Rico which must be 
postmarked not later than the 15th 
of the month following the month 
of publication. Each answer sheet 
must be received by RESIDENT 
PHYSICIAN by the 30th of the month 
following the month of publication. 
Each entry must be mailed to: 
MEDIQUIZ CONTEST, RESIDENT 
PuysiciaN, P.O. Box 1960, Man- 


hasset, New York. 

5. Questions will be derived by 
the Editor solely from current is- 
sues of medical journals which 
should be in every approved hos- 
pital’s medical library. Only jour- 
nal issues published after March 
1960 will be used as source ma- 
terial for questions. 

6. Winners will be determined 
on the basis of the highest total of 
correct answers. 
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4IRD PRIZE: $1,000 INC 
FOURTH PRIZE: $500 


7 LUS five prizes of $100, ten prizes of $50 | 
100 prizes of $25 . . . for a total of 120 pris 


inte only residents and interns are eligible, your 
inning are excellent. But you must send in the 


eligible for subsequent contest questions (100 i in 
Questions will be compiled solely from material 
in medical published after 


IT PAYS TO READ CURRENT MEDICAL LITERATURE! 


Contest Rules 


7. In the event of ties, and at sole responsibility of the prize 
the discretion of the judges, an winner. 
elimination contest, approved by 9. No efitry submitted for this 
the judges, will be conducted among _ contest will be acknowledged or re- 
those involved in the ties—and will turned nor will any correspondence 
determine the final winners. Final be entered into with contestants 


practicable following the decision become the property of RESIDENT 

of the judges. The decision of the Puysician, INc. 

judges will be final. 10. Answers will be published in 
8. Liability for any taxes that RESIDENT PHYSICIAN after the close 

may be imposed on prizes is the of the contest. 
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the ECFMG Exam! 


A fired up foreign resident describes his re- 
cent experience—and makes some suggestions. 


Finan, the great day had come. 

The day when it would be de- 
cided whether I could actually 
consider myself a worthy equiva- 
lent—with only a geographic dif- 


ference—of the native doctors in 
the U.S., or simply a pale imita- 
tion. 

You see, as a foreign doctor I 
suffer from the delusion of con- 
sidering myself a physician after 
six years of medical school. 

But now I would find out for 
sure. The examination I was to 
take was the Medical Qualifica- 
tion Examination recently set up 
by the Educational Council for 
Foreign Medical Graduates. 

I had taken examinations in my 
native land. I’d sit before three 
professors, each an authority on 
the subject. And I didn’t pass 
every exam the first time. But 
they weren’t always “objective.” 
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I can still remember failing an 
exam in surgery because I did 
not answer the first and only 
question of the oral test, accord- 
ing to the momentary mood of 
the president. After ten minutes 
of exposition of the etiology, 
pathogenesis and pathology of 
Buerger’s disease, I had arrived 
at the symptom: claudicatio inter- 
mittens. 

He interrupted me: “What’s 
the cause of claudicatio intermit- 
tens?” 

“Insufficiency of the arterial 
circulation in the extremity at the 
moment of increased oxygen de- 
mand,” was my answer. 

“No, it isn’t,” he said. 

I looked at him with a puzzled 
expression. 

“You either know it, or you 
don’t,” he said. 

“Well, if my answer wasn’t cor- 
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rect, then I don’t know,” I re- 
plied. 

“O.K. You'll tell me next ses- 
sion. See you in June.” 

Later, I learned that my mis- 
take had been to say “insuffi- 
ciency,” instead of “relative in- 
sufficiency.” 


Chance 


So you can understand why I 
was thrilled by the chance to take 
an impartial examination, free 
from the momentary moods of a 
human examiner. You answer 
correctly, you score one right an- 
swer. You don’t know it, you 
score nothing. You're just a 
number. The machine - scoring 
does the rest. Ah, the wonders 
of progress. 

I can’t say I had studied too 
much for the examination. I’m a 
resident, too. All I could do was 
sandwich in a little cramming for 
three weeks between duties. 

So, I brushed up on basic 
sciences and pharmacology, ob- 
tained a day off, set the old alarm 
at seven, and went to the place of 
the examination. Having identi- 
fied myself to a juvenile in a white 
gown, who registered me, I took 
my seat. 

First we were given the ground 
rules. “You can smoke. Do not 
talk to each other. Marks must 
be good and black.” 
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Time 


Next we were given a pamphlet 
and told to start. One hundred 
and eighty questions to be an- 
swered in four hours. That is, 
one minute and 20 seconds in 
which to read, understand, evalu- 
ate and answer each question. 

During the days preceding the 
test, my intelligence service had 
told me: “Go through it once. 
Answer all the questions you can. 
Mark the ones you are not sure 
of. Leave the others blank. Then 
start over again. Go through it 
a second time. Don’t waste your 
time trying to think, or you'll 
never make it.” 

First passage, I answered 35 
or 40 questions I was sure of. 
Then I went back. And again. 
And again. The sieving system 
(Or is it strain?), always with 
one eye to the hands of my watch 
which was running much too fast. 


Quiz 

But, because of a peculiarity 
of human mind with which you 
are no doubt familiar, the rush 
of the moment couldn’t keep me 
from thinking about matters com- 
pletely unrelated to the question- 
and-answer routine. Bits of phi- 
losophy—and a growing sense of 
gloom as time raced by. 

What a system, I thought. 
Scarcely more than one minute to 
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process an entire question. What it metastasizes early via the blood 


hlet § do they think we are, cybernetic stream, c) because THE PA- 
lred — machines ourselves? TIENT, USED TO HAVING 
an- First thing, we aren’t used to THAT BLACK MARK ON HIS 
is, it. In the U. S., they start wih SKIN, DOES NOT WORRY 
in | “quizzes” as soon as they are able ABOUT IT AND GOES TO 
alu. § to read the Donald Duck comics; SEE A PHYSICIAN WHEN IT 
q for the U. S. citizen, “check one” IS TOO LATE.” 
the @ is a form of mind. Come, come, Four of the five possible an- 
had @ no rebellion... . swers (two more answers were 
ce. What’s this question? Oh, yes, suggested, but they were obvi- 
an. that’s easy. But... oh, wait a ously so wrong that you couldn’t 
ure minute. I hadn’t seen that little give them any consideration) re- 
hen word that completely changed the mained strictly within the limits 
1 it sense, therefore, the answer. Be of pathology. Three were wrong 
our @ careful. They’re testing our (were lunatic altogether). Thus, 
u'll “ability to read and understand the choice has to be made be- 
English.” How clever. tween “b” and “c,” the latter an- 
35 Mechine swer having nothing to do with 
of. pathology. 
‘in. I began to wish for a human It might very well happen that 
em examiner. In front of a commis- a person doesn’t worry soon 
‘ith sion, even if they kept poker enough about his nevus. But 
tch faces, you could sense if you were __ that’s up to his personality. How 
ist. going the right or the wrong way can you put on the same level 
—a frown, a gleam in the eyes, a two things altogether different? 
nod, a hint of a smile. Here It is as though somebody asked 
ity n-o-t-h-i-n-g. How can you un- me if I liked roast turkey or 
‘ou derstand a machine? How can brandy best. 
ish you know how the machine has 
me been “conditioned?” Which is Correct 
m- the answer IT “thinks” to be cor- Now which—for the machine 
m- rect? Especially in some of these —=is the correct answer? Let’s 
hi- questions. give it a try. I know that “b” is 
of Take this one, for instance: “A exact; but suppose that infernal 
melanoma of the skin is danger- thing was set for psychological 
ht. ous because, a) it metastasizes abstrusities? Let’s mark “c,” and 
to early via the lymph stream, b) hope. 
jan July 1960, Vol. 6, No. 7 
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When you prescribe a feeding formula, 
doctor, naturally you want a formula that meets 
all known nutritional needs and most closely re- 
sembles breast milk. You want a formula optimal 
in proteins, carbohydrates, vitamins and minerals, 
to promote sound health and physiologic growth. 
In sum...the finest formula modern medicine 
provides. 

The S-M-A formula, made by Wyeth, 
fulfills these requirements. It is a nutritionally 
balanced formula patterned after breast milk. It 
is convenient... casy-to-mix...and economical. 
S-M-A costs only pennies more per day than home 
supplemented “sugar and milk” formulas. 

Wyeth Laboratories Philadelphia 1, Pa. 


INSTANT POWDER CONCENTRATED LIQUID 


Food Formula for Infants 


| 
2 
® 
aan A Century of Service to Medicine : 


Oh, this one’s easy. How could 
I skip it the first time? Hurry. 
It’s already 10:30. 

And furthermore, do they think 
that human memory is infallible? 
Here I am, aged 29, and there 
are some in this room who look 
well over 40. It is five years since 
I graduated—how could I keep 
on my fingertips all biochemistry, 
_ physiology, anatomy and bacteri- 
ology I studied in medical school, 
a matter of ten years ago? 

It’s different for Americans. 
For them, it’s the “National 
Board.” They take it in three 
parts, one after two years of 
medical school, the second at the 
end of the last year, and the final 
part on completion of their in- 
ternship. All three parts are 
taken while the subjects are still 
nice and fresh (as fresh as they 
will ever be), in their minds. 

And for them, there is no real 
language difficulty. 

No matter how well I know it, 
it’s still a foreign language for 
me. It has been 15 years since 
I began the study of English. And 
I have been in the U.S. for three 
vears. But still, it isn’t my lan- 
guage. 

Who knows how those poor 
guys taking the test abroad, most 
of them with a scholastic (i.e., 
nothing) knowledge of English, 
are rattling their meninges in this 
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same moment. I don’t envy them 
at all. 

Look at that one—with the 
Physician’s Handbook. Go 
ahead, pal. You have my sym- 
pathy. The end justifies the 
means. Or does it? 


Syndrome 


And what’s this question? 
From the history, it looks like 
this patient had thrombosis of the 
abdominal aorta—Leriche’s Syn- 
drome, it’s called in my home 
country (Dorland, you got it all 
mixed up). Yes, “thrombosis of 
the abdominal aorta” is among 
the answers. But. . . what’s this 
Marfan’s Syndrome?” Never 
heard of it. Maybe a Leriche with 
lesions involving the renal arter- 
ies, as in this case? These big 
shot authors are crazy enough to 
give their names to a syndrome 
already described. Theirs, of 
course, is “different” because in- 
stead of involving the third cell 
on the right around the corner, it 
hits the fourth. Let’s take a 
chance and mark Marfan’s Syn- 
drome. 

(Later, naturally, I was told I 
had been wrong. And still later, 


I found in “International Surgical § 


Digest,” 63 (6):343, 1957, that 
I could have been right. WHAT 
WAS RIGHT FOR THAT MA- 
CHINE?) 
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Hurry up, man, you only have 
an hour to go. Am I getting a 
headache? 


Certificate 


. . . After all, what do I get 
even if I pass the test? Only a 
certificate stating that, yes, after 
all, I can be considered a physi- 
cian. Thanks, I already know 
that. I was told so in 1953, by 
eleven professors, each of them 
in black robe and ermine, some 
with pretty hot reputations in the 
international elite of Medicine. 
Now, a machine could come out 
and tell that they were all wrong. 
Nice. 


Postgraduate 


But let’s forget about self-pity 


and sentimentalities. Let’s get 
practical. For the natives, the 
National Boards will entitle them 
to apply for a license in 44 of 
the 50 states. For us, no actual 
recognition whatsoever towards 
any board. If, for instance, I ap- 
ply for a New York State license, 
to have passed this “screening 
test” won’t save me the required 
postgraduate course which is one 
year at the end of residency train- 
ing; expenses, no earnings. 

That postgraduate study is sup- 
posed to build us up mainly in 
basic sciences, isn’t it? And this 
test is supposed to prove mainly 
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my knowledge of basic sciences, 
isn’t it? But if I pass it, although © 
I would be presumed to have 
qualified as well as any native 
with the National Board, I 
wouldn’t be more eligible to take 
the state board than if I came 
from Law School. 

It’s really a headache. And it’s 
30 minutes to the end. 

The proctor said, “if you don’t 
know the answer, at least make 
one mark, you'll have a 20 per 
cent chance of being right.” O.K., 
let’s go ahead. Especially in those 
tongue-twisters of the type “in 
hyperparathyroidism, a) increase 
of alkaline decrease of acid phos- 
phatase calcium is unvaried phos- 
phates are decreased, b) acid 
phosphatase unvaried, alkaline, 
too, calcium more phosphates 
also more, c) crank-slam-hulla- 
baloo - blahblah - yikkiti-yakkity- 
ho,” and there is also a (d) and 
an (e) of the same sound and 
consistency. Close your eyes and 
mark at random, or you'll need 
three bottles of acetylsalicylates 
and the mind of a world chess 
champion. 

C’mon, let’s give it in, go to 
lunch and drop by a drug store 
for some aspirin. 

After a jumbo cheeseburger 
and 2 cups of black coffee, I 
made my way back to the class- 
room for the English test. This 
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nightmares of ger IBM 


machines, innumerable 
spinning round and round... 


was fairly easy for me. Still, I 
could see that some were really 
sweating it out. 


Afternoon 


We dragged through four more 
hours in the afternoon, trying to 
come up with an answer a minute 
to another 180 questions. Same 
type. I only reported the two 
examples of the melanoma and 
of the Marfan’s Syndrome, be- 
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ittle wheels 


cause those were the ones I can / 


remember best, now. But there 
were at least eight or nine more 
questions with the same defects. 

Of course, to fight the system 
is to bring frustration and defeat. 
At the end of the sitting, ex- 
hausted, I had only one idea in 
mind—there must be a way of 
beating that devilish machine. 
Only, I hadn’t (it’s a shame, I 
still haven’t) found the way of § 
doing so. 

We were all exhausted. Most 
of us were holding hand to fore- 
head with migraine expression 
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predominating. I don’t know 
what the others did. I went back 
to the hospital and my room, 
gulped an ounce of scotch, swal- 
lowed ten grains of ASA and 100 
milligrams of Noludar, and went 
to sleep till next morning. No 
supper, thanks. 

For several days thereafter, I 
had an obsession with the first 
five letters of the alphabet; at 
night, nightmares of Cyclopic 
IBM machines, innumerable little 
wheels spinning round and round, 
and legions of electrons beaming 
through my visual fields. 

I don’t regret having taken the 
examination. Even if two months 
later I received a kind, sympa- 
thetic letter (“We regret... ”) 
and the temporary certificate,* I 


still think it was good to see that 
after all, after so many years, I 
am almost as good at basic 
sciences as those natives who pass 
an identical test a few weeks af- 
ter completion of a full year or 
biennium of study. 

Though, the doubt remains: if 
it weren’t for those eight or ten 
crazy questions, would I have 
passed the test? I mean: if those 
questions had been formulated 
with some sense from the point 
of view of logic and science, of- 
fering no difficulties besides those 
inherent in correct choice from a 
scientific standard, could I have 
reached the minimum average 
necessary to pass the test? 


* Awarded to those who score between 
10% and 74%. 


~€nd for location information, our source? 


RESIDENT PHYSICIAN of course! 
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A friend of mine, who had the foreign graduates approve the 
same result I obtained, one week general idea. But unless the poli- 
later successfully passed state cies and techniques of the Quali- 
boards. Another friend told me __ fication Examination are changed, 
that the hospital where he had _ I do not think that the examina- 
interned, and which had begun _ tion, as it is presently formulated, 
to require the AMQE of the is completely satisfactory for 
ECFMG (hooray for the alpha- both sides. Instead of being a 
bet) before giving internships to way to simplify things, it amounts 
foreign graduates, was reconsid- to more red tape, for many of us, 
ering this policy. These were on the way to the goal of obtain- 
short on interns. I understand ing a state license. 
that a similar complaint has been If the examination has been 
raised by several other hospitals. devised to judge the preparation 
The necessity for an examina- of an individual according to his | 
tion is clear and I think that most knowledge, rather than judging 
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Before publishing the foregoing article, it was sent 
to the Educational Council for Foreign Medical 
Graduates for comment. Dr. Dean F. Smiley, 
ECFMG’s Executive Director, replied by letter, part 
of which is quoted here. 


The writer is in error: 


. In thinking of the A.M.Q. Examination as a basic science 
examination (like National Board Part I). It is almost 90% 
a comprehensive clinical examination (like National Board 
Part II). His preparation for the examination (“a brush 
up on basic sciences and pharmacology”) was inadequate, 
he should certainly have reviewed a modern textbook of 
medicine and at least skimmed through modern texts in 
surgery, pediatrics, obstetrics and gynecology. 


2. In assuming that the A.M.Q. Examination is designed to 
be passed by any foreign medical graduate without any re- 
view preparation. It is assumed that the candidate will at 
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on the discussible and discrimi- 
nating basis of the name and fame 


of his University, to have passed 


the examination should be a 
qualification sufficient to be ad- 
mitted to individual state boards. 
Without discussing the sov- 
ereignty of each state in this re- 
gard, the good will and sincerity 
of states that do accept foreign 
graduates should be made evident 
by a change of the present rules. 
Otherwise, it seems to me per- 
fectly ridiculous that the Federa- 
tion of State Medical Boards be 
among ECFMG sponsors. 


Anyway, for what concerns the 
procedure of the examination 
from a technical point of view, 
let’s consider that this is just the 
second year of life. Since we are 
dealing with a machine . . . let’s 
give it a break, the “breaking-in 
mileage” that we give to some 
automobiles. 

But, for me, one thing is sure: 
unless policies and techniques 
change, they won’t get me again. 
After all, what do I have to lose 
if I don’t take the exam? On the 


contrary, I save $35, much as- 


pirin—and maybe my face. 


least try to refresh his knowledge in those of the four clini- 
cal fields in which he is not having current clinical experi- 
ence. The chief clinical fields covered are medicine, sur- 
gery, pediatrics and obstetrics and gynecology. 


. In thinking that any of the questions included in the exami- 
nation are “crazy” or poorly thought through. Each ques- 
tion has been designed by a well known teacher in his field 
of interest, used on examining several hundred U. S. medi- 
cal graduates, analyzed for its degree of difficulty and 
power to discriminate between good students and poor 
students, worked over by a linguistic specialist to insure 
basic English and finally reviewed by the Examinations 
Committee of qualified teachers in six different fields of 
medicine. 


. In concluding that passing of the A.M.Q. Examination is 
of no help to a foreign medical graduate working toward 
state licensure. ECFMG Certification is essential in gain- 
ing admission to licensing examination in 25 states, helpful 
in 13 more states. 
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MEDIQUIZ CONTEST 


GRAND PRIZE 
TOUR: EUROPE 
THE SPRING 


The Grand Prize winner of RESIDENT PHYSICIAN’S 
Mediquiz Contest will receive a deluxe trip, two weeks 


for two, in the European centers of his specialty. Perhaps 
Paris and Amsterdam will be on the itinerary. 


Pots in the spring has been celebrated in song, verse and 
travel memoirs—and justly so. It is the best time of year 
to visit the French capital, and it is then the First Prize 
winner of RESIDENT PHYSICIAN’s Mediquiz Contest can be 
there. 

When his professional activities* are over, the winner 
will have time to absorb some of the atmosphere of Paris. 
If it’s his first visit he will want to see the sights which are 
considered “standard” for the tourist. 

No visit to Paris would be complete withdut a walk along 
the Champs Elysées and visits to the Left Bank and Mont- 
martre, and without seeing the Louvre, the Cathedral of 


*The primary aim of RESIDENT PHYSICIAN'S two-week first-prize tour 
is educational, and visits to hospitals and research centers and meetings 
with outstanding men in the winner's specialty will be arranged. All 


expenses for two in deluxe accommodations will be paid by RESIDENT 
PHYSICIAN. 
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Parisian landmarks: the Eiffel 
Tower and the Seine. Boat trips 
on the Seine, lasting from one 
to two hours, are a pleasant 
way to see many of the sights. 
At the same time, you can 
have lunch or dinner aboard 
ship. 
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Notre Dame, Sacré Coeur, the Flea Market, the Opera, the 
Eiffel Tower (which of course is hard to miss seeing), the 
Hotel des Invalides, and one of the spectacular music halls 
such as the Folies Bergére. 


Tours 


The list could be continued almost indefinitely, as any 
one who’s been to Paris can tell you. A good way to get a 
comprehensive view of the city is by a bus tour. Then, when 
you’ve got the feel of the place, you can pick out the spots 
where you'd like to spend some time. 

Another pleasant way to take in the sights is aboard one 
of the “fly boats” on the Seine. (Their name derives from 
the fact that they supposedly dart through the water like 
flies. ) 

In a two and one-half hour ride the steamers glide under 
the many beautiful bridges—Pont Neuf, Pont du Carrousel, 
Pont Alexandre III, etc.—which span the Seine, and pass 
landmarks such as Notre Dame, the Palais de Justice, the 
Tuileries Gardens, the Eiffel Tower. Among the services 
provided on board are music for dancing, cultural lectures, 
and meals served in a restaurant. 


Cafes 


No article—even one as short as this—should omit men- 
tion of Paris’ cafes. They are a way of life, the Parisian’s 
most popular form of recreation. There are all kinds of 
cafes, from fancy ones on the Right Bank to the types that 
function as neighborhood gathering places. On the Left 
Bank you will find the cafes frequented by America’s ex- 
patriates following World War I. The Cafe du Dome and 
the Coupole were made famous by Hemingway, Henry 
Miller, Elliot Paul, Gertrude Stein and friends. 

Any mention of Paris must include something about food. 
Well, here the traveler can take his pick: if he’s well heeled 
he can luxuriate at Maxim’s, but if he’s not, there are 
wonderful (and inexpensive) spots like the Chez Augustin 
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The famous Arc de Tri- 
omphe and a street in 
Montmartre. Atop the hill 
at Montmartre stands Sacré 
Coeur, a church of Byzan- 
tine architecture which af- 
fords a magnificent view of 
Paris. 
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The Netherlands is a flat 
country with many lakes, 
rivers and canals. Shown 
are waterways in Amster- 


dam, a city of great charm 
and hospitality. 
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on the Left Bank. But costly or not, it is said that it’s, 
almost impossible to find a truly bad restaurant in Paris. 

While on the subject of food, let’s take a quick look at. 
another city where eating and drinking are not treated in a 
mundane fashion, a city which also may be of interest to. 
the traveling physician because of its fine reputation in the. 
world of medicine. This is Amsterdam, Holland. 

For an outstanding experience in this city go to any one 
of a number of fine East Indian restaurants. The Dutch are- 
said to be inveterate snackers and so favor the rijsttafel 
(rice table) with its many and varied dishes. Each course—. 
fried shrimp, curried beef, meat balls, beets and onions, etc. 
—is accompanied by rice. The rice table stems from 
Holland’s days as a colonial power (in the event you wonder- 
why East Indian cookery should pop up among the wind- 
mills and tulips). 


Via canal 


A pleasant way to get an overall view of Amsterdam is. 
by canal boat. Then you can move on to specific targets. 
The National Museum has an outstanding collection of 
Dutch art, topped perhaps by Rembrandt’s “Night Watch.” 
At the Municipal Museum you can view many canvases by 
Van Gogh. Rembrandt’s home in Amsterdam is also worth 
visiting if you have an interest in art. 

Other outstanding places of interest include the Oude- 
Kerk, oldest church (1306) in the city; the diamond cutting 
center; the Royal Palace, and the Six Collection, a historic- 
home. 

The city contains fine examples of sixteenth and seven-. 
teenth century architecture with many of these resplendent 
houses overlooking canals. As a contrast, the suburbs boast: 
of many a home that is strikingly modernistic. 

Amsterdam—all of Holland, for that matter—is a place. 
which never disappoints the tourist. The tulips and windmills 
are still there, thriving alongside influences more modern. 
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An improvement over conventional pediatric residency programs? 


Yes, claims the author. Here is his report on . . 


A Practice-Like Situation i 


A pediatric residency with a 
unique program for a close resi- 
dent-patient relationship has been 
successfully developed and main- 
tained at the Driscoll Foundation 
Children’s Hospital in Corpus 
Christi, Texas, for the past six 
years. The program provides 
each resident with his “own prac- 
tice” during his training years. 

I feel this is such an improve- 
ment that by this presentation in 
RESIDENT PHYSICIAN others may 
be able to utilize some of the 
program’s features in their own 
hospital training programs. 

A modern, 110 bed privately 
endowed children’s hospital, Dris- 
coll is fully accredited with an 
approved pediatric residency pro- 
gram. All patients treated at this 
hospital are non-pay. 

When a patient is brought to 
the clinic for the first time, he is 
assigned to one of the residents 
who becomes his doctor for the 
entire time that the resident is 
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associated with the hospital. He 
sees the patient every time the 
child is brought to the clinic and 
whenever necessary, admits him 
to the appropriate hospital ward, 
continuing the care of his patient 
just as he would in private prac- 
tice. The care of the patient in 
the hospital is always the re- 
sponsibilit, of the resident- who 
has treated the child in the clinic. 


Continuity of care 


A resident is not “assigned” 
to any particular hospital ward. 
All residents admit and care for 
patients on all wards. When the 
patient is discharged, the same 
resident continues the follow-up 
care in the outpatient clinic. 

There are many advantages in 
this continuous care, for patient 
and for resident. The patient has 
his own physician whom he 
learns to know and to trust, in- 
stead of being subjected to the 
traditional change in clinic doc- 
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tors (and modes of therapy) at 
each period of rotation. Likewise 
there is no change in command 
when the patient is admitted or 
discharged from the hospital. 

Consistency in care is extreme- 
ly valuable to the patients, but it 
is even more valuable to the resi- 
dent, as he is able to observe the 
course and final outcome of his 
cases. 

The resident doctor becomes 
familiar with handling chronic 
problems such as asthma, neph- 
rosis, rheumatic fever and tuber- 


n Pediatric Residency 


Glen Griffin, M.D. 


culosis over a two-year period; 
in conventional programs, a resi- 
dent often sees only episodes in 
the course of such cases. The re- 
lationship to the patient and his 
medical problems is lost when 
the doctor is assigned to the out- 
patient clinic for two months, to 
the emergency room for three 
months, to Ward A for two 
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months, to the nursery for two 
months and then to Ward B, etc. 
Under these circumstances in- 
terest is hard to maintain and 
buckpassing occurs frequently. 
The responsbility for an individ- 
ual patient’s care is often lost in 
the shuffle if not specifically as- 
signed to one resident. 


Outpatient 

Each of six residents has his 
own clinic examining room and 
each doctor sees “his” outpa- 
tients from 10:00 AM until about 
12:30 PM each day. All resi- 
dents, whether first or second 
year, have the same clinic sched- 
ule. 

Emergency visits of previous 
clinic patients are handled by 
the patient’s own resident doctor 
except at night and on weekends 
when that resident is not in the 
hospital. 

New patients admitted to the 
clinic are assigned to the resi- 
dents in rotation, except for sib- 
lings who are always assigned to 
the same resident. Thus all the 
children of a single family are 
the patients of one resident. 

Specialty clinics are held regu- 
larly in allergy, cardiology, ear, 
nose and throat, dentistry, derma- 
tology, orthopedics, plastic sur- 
gery, general surgery, ophthal- 
mology and neurosurgery. When 


a patient is referred to these con- 
sultants, the referring resident 
usually accompanies the patient 
so that he can benefit first hand 
from the advice and suggestions 
of the specialist. 

If a patient dies, his own resi- 
dent doctor talks with the parents 
and obtains permission for the 
autopsy. The close relationship 
between the family and their resi- 
dent pediatrician increases the 
success of obtaining autopsy per- 
mission. The resident then assists 
the pathologist with the post- 
mortem. 


Surgery assigned 


Of necessity, there are breaks 


in the constant patient care sys- 
tem. If it were followed in regard 
to surgical cases, scheduling 
would be difficult to coordinate 
among the several pediatric resi- 
dents and the attending men of 
the various surgical specialties. 
Therefore each second year resi- 
dent is assigned to surgery for a 
three-month period. When a pa- 
tient requires surgery he is re- 
ferred to the resident covering 
surgery who coordinates all sur- 
gical procedures and scrubs on 
all of them (Average: five a 
week). 

After the surgical admission, 
the patient is referred back to the 
original resident just as in pri- 
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world-wide evidence favors 
Furoxone for bacterial diarrheas 


In Egypt, Furoxone® effective against shigella 


strains now resistant to other antimicrobials 


Cairo investigators administered FuRoxoNE for one week to 37 patients with 
shigellosis, reported all 37 clinically cured, 35 free of shigella prior to com- 
pletion of Furoxone therapy. 

FuROXONE was tested in light of evidence that shigella strains resistant to sul- 
fonamides, tetracyclines and chloramphenicol now exist. Observations: “All 
shigella isolated were sensitive in vitro to [FuRoxoNE]”. Clinically, FuRoxoNnE 
“significantly reduces the duration and severity of the diarrhea and effects 
bacteriological cure ... . The absence of toxic or side effects gives [FUROXONE] 
an advantage not possessed by the other drugs in current use.” 

Musgrave, M. E., and Arm, H. G.: Antibiotic Med. & Clin. Therapy 7:17 (Jan.) 1960. 

FUROXONE LIQUID: a suspension containing Furoxone 50 mg. per 15 cc., with 
kaolin and pectin, bottles of 240 cc. FUROXONE TABLETS: 100 mg., scored, bottles 
of 20 and 100. DOSAGE: should provide (in 4 divided doses) 400 mg. daily for 
adults, 5 mg./Kg. daily for children. 


FUROXONE 


& THE NITROFURANS —a unique class of antimicrobials 
EATON LABORATORIES, NORWICH, NEW YORK 
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vate practice, the patient would 
be referred back to the referring 
pediatrician by the surgeon. The 
resident assigned to surgery does 
not lose the care of his regular 
patients in the clinic or in the 
hospital, but his routine work is 
lessened as he is not assigned any 
new clinic patients. 


Baylor 


The only time during the two- 
year period that a resident “ro- 
tates” away from the care of his 
“practice” or group of patients is 
for the three months of the sec- 
ond year, spent at the affiliated 
Baylor University Hospitals in 
Houston for newborn and well- 
baby care and for training in 
pediatric neurology. 

Other than the Baylor service 
and the additional surgical ex- 
perience during the second year, 
there is no difference in the train- 
ing program for a first or second 
year resident. The second year 
residents have no other addi- 
tional duties and as they become 
more efficient in patient manage- 


ment they have more time to 
study and for work on subspe- 
cialties and clinical research. 


Adaptable program 


This practice-like residency 
program functions effectively at 
the Driscoll Hospital to the bene- 
fit of the patients, their families, 
the resident and staff doctors, as 
well as the nursing and para- 
medical departments. The size of 
this hospital, the large and con- 
stant outpatient clientele, and the 
“all-staff” character of the pa- 
tients all contribute to the suc- 
cessful operation of this program. 
There were skeptics when the 
system was first instituted but its 
success has now been well dem- 
onstrated. Can the program be 
adapted to your hospital? Per- 
haps, due to individual circum- 
stances and facilities, it cannot. 
However, this program provides 
such excellent experience in fam- 
ily-doctor relations for the resi- 
dents, and such good continuous 
care for the patients that it de- 
serves study: and consideration. 


ABOUT After graduating from the University of Texas— 
THE AUTHOR Medical Branch, Dr. Griffin took a straight pediatric 
internship at Salt Lake County General Hospital in 
Salt Lake City, Utah. He is currently a pediatric resi- 
dent at the Driscoll Foundation Children’s Hospital, 
Corpus Christi, Texas. 
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VAGINAL CREAM VAGINAL GEL 


THE MODERN CHEMICAL SPERMICIDE THE SPERMICIDAL GEL WITH BUILT-IN BARRIER 
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QUIET, PLEASE! 


Your Wire's TALKING 


My Training as a Resident’s Wife 


Margaret Kurey 


Wer Mrs. Einstein was asked if she understood her 
husband’s famous theorem she replied that she did not under- 
stand higher mathematics but, what was more important to 
her, she understood her husband. , 
I admire her viewpoint. I have come to a similar con- 
clusion after grappling unsuccessfully with the intricacies of 
psychiatry. 
When my husband first decided on residency training in 
psychiatry after four years of medical school, one year of or post 
internship, and one year of practice, I tried hard to under- ng, Mor 
stand his purpose and the purpose of psychiatry in general. s the m 
What motives would- drive a man with a wife and child to myer 
give up an increasingly comfortable income, a two-bedroom mete 
home in the country and a yard large enough to drive golf lon 
balls, for a three-year residency with a coolie-level income, 2. Sele 
a staggering workload, and a one-bedroom city apartment? von 
Bob tried to explain that with more training he would be 3. Rer 
able to help patients in an absorbing field in which he felt side 
he could become competent. A friend of ours, a practicing 4. Bot 
psychiatrist, tried to explain: When M 
n analg 
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“Experimental work 
and clinical observations 
to date indicate 

that this phenothiazine 
is...an effective 
antiemetic with 
exceedingly low 

toxicity, ...."* 


for better low-dosage control 
of postoperative vomiting 


or postoperative nausea and vomit- 
ng, Mornidine (brand of pipamazine) 
s the most recent addition to the 
phenothiazines. It offers four impor- 
ant attributes for excellent post- 
bperative control of vomiting: 
1. Low dosage 
2. Selective action on the 
vomiting center 
3. Remarkably low incidence of 
side effects—with greater safety 
4. Both tablet and parenteral forms 
When Mornidine is combined with 
n analgesic the effective dose of the 
atter can be diminished. Further, un- 
asiness and anxiety are usually re- 


duced in postoperative patients. 

Mornidine comes in two dosage 
forms: tablets, and ampuls for paren- 
teral administration. 

For complete information on the 
use of Mornidine in surgical patients 
refer to instructions enclosed with 
each ampul. 

The usual adult dose is 5 mg. in- 
tramuscularly (1 cc.) or orally every 
four to six hours, as needed. 


cs. vo. SEARLE « co. 
CHICAGO 80, ILLINOIS 
Research in the Service of Medicine 


*Friend, D. G.: Current Drug Therapy: The Pheno- 
thiazines, Clin. Phorm. & Therap. 1:5 (Jan.) 1960. 
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cardiac edema 
varying severity 


weight loss ranged 
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increased potency—without corresponding increase in side effect 
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Sackner, M. A., Wallack, A. A. and Bellet, S.: Am. 
J. M. Sc. 237:575, (May) 1959. 


“The severity of the congestive 
heart failure...was as follows: 
Class IV (9 patients), Class III 
(5 patients), and Class II (1 pa- 
tient).”. .. Weight loss ranged 
from 4 to 45 pounds over a 
period of 3 to 17 days with an 


average of 2.4-pounds a day.” 


DOSAGE: One or two 50 mg. tablets of rypROoDIURIL 
once or twice a day. 


SUPPLIED: 25 mg. and 50 mg. scored tablets HyDRO- 
DIURIL (Hydrochlorothiazide) in bottles of 
100 and 1,000. 


HYDRODIURIL is a trademark of Merck & Co., Inc. 


Additional information on HyDRODIURIL is available 
to the physician on request. 


SHARP & DOHME 
Di 


vision of Merck & Co., Inc. Philadelphia 1, Pa. 
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“Your husband has a real 
feeling for helping patients who 
need psychiatric care.” 

But I too had a real feeling— 
for three solid meals a day! 

Bob checked on a deferred 
payment plan for his life insur- 
ance, sent our collie to a neigh- 
boring farm and started his resi- 
dency. Not completely con- 
vinced but game, I proceeded to 
begin the adjustment to the rigors 
of being a resident’s wife. 

We moved to a low-rent dis- 
trict, bought our clothes at Bar- 
gain City, and learned the “84 
Basic Ways to Serve Ham- 
burger.” I realize that many 
young wives are grateful to live 
even this well. But you and I 
know what their reaction would 
be if their husbands, after twenty 
years of formal education, were 
earning a salary that a trained 
monkey would sneeze at. 


Eternal freshman 


Bob has been a freshman (high 
school, college, medical school) 
so often that the neighbors in his 
home town wonder if he'll ever 
be promoted to his sophomore 
year. There are not many 32- 
year-old men who gratefully 
accept Care packages from their 
in-laws. Not many, that is, snengt 
on house staffs. 


Another resident’s wife in our 
apartment building confided to 
me that her budget problems 
were eased as a result of a con- 
versation with her breadman. It 
went something like-this: 

Breadman: “Is your husband 
a doctor . . . a real doctor?” 

My Friend: “What do you 
mean, a real doctor?” 

Breadman: “You know... a 
medical doctor?” 

My Friend (proudly): 
he’s a medical doctor.” 

Breadman: “Then what’s the 
matter? Isn’t he making out? 
What I mean is—how come you 
have to live in this place?” 

My Friend (tired of explaining 
that a resident is not necessarily 
a third-rate physician): “He 
drinks!” 

Breadman (all sympathy): § 
“That’s a shame. Tell you what 
—I can drop off yesterday’s 
bread and cake at half price. 
Would that help?” 

Words like repression, hostil- 
ity, psychotic and schizophrenic 
wormed their way into my vo- 
cabulary as I thumbed through 
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the American Psychiatric Asso- 
ciation’s Dictionary of Mental 
Disorders. But I found that al- 
though there were certain basic 
terms, there were also subclassi- 
fications and sub-subclassifica- 
tions of those terms. 

After some study I could put 
together words like dementia 
praecox, manic-depressive psy- 
chosis, and compulsive-rumina- 
tive tension state. This first year 
was difficult. I come from a fam- 
ily of doctors whose wives, med- 
ically speaking, are neglected. 
Any illness from typhoid to teta- 
nus in the doctor’s family is 
treated with this prescription: 
“Take an aspirin and go to bed.” 

However, as the wife of a 


budding psychiatrist, I got an 


infuriating explanation along 
with my neglect. While peeling 
onions, I cut my finger to the 
bone (well, almost to the bone). 
Any junior intern could tell I 
needed a small bone graft or at 
least five sutures. Bob told me to 
put a bandaid on it, then in- 
formed me that the accident was 
the result of my passive hostility 
toward work which I didn’t want 
to do. This made me so angry I 
cut my finger again. 

As Bob progressed in his 
training and grew in competence, 
I understood less and less of his 
medical jargon. I continued to 
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flounder about in the A.P.A. 
Dictionary. I looked up every 
other word and the effort greatly 
exceeded the results. My sen- 
tences sounded too garbled to be 
technical and too technical to be 
understood. 

There is a saying among psy- 
chiatric residents’ wives that you 
can tell the year of a resident's 
training by his wife’s conversa- 
tion. The first year wives claim 
to have “hostile and aggressive 
children,” are themselves “de-— 
fensive and frustrated” and will 
do a depth analysis on anyone’s 
motivations. The second year 
wives have “aggressive children,” 
are themselves “slightly frus- 
trated” and will only analyze 
their own motives. The third. year 
wives have “bad children,” are 
themselves “angry or upset” and 
won't even bother to explain their 
own motives. 

This was my experience. | 
finally decided that like Mrs. 
Einstein I couldn’t understand my 
husband’s work but I could try 
to understand and help Bob. 

At this point he needed help— 
and some jarring loose from his 
intense absorption in his work. 
At the mention of a patient's 
name, he would recall the etiol- 
ogy of the disease, the doctor 
who first described the illness, 
and the prognosis. But at home 


Resident Physician 


=: 
| 
“< gud 
‘ 


in 


2 CHART SPEEDS «+ 3 SENSITIVITIES » RECORDING OTHER 


the work of 


one SANBORN electrocardiograph 


f you would like the greatest possible versa- 
tility in a precision, highly developed ECG, 
the Model 100 Viso-Cardiette offers many 
diagnostic and operating advantages to your 
practice. As illustrated, waveforms may be 
recorded at the chart speed and sensitivity most 
suitable for maximum clarity, and non-cardio- 
graphic inputs can be either recorded or 
monitored by using the “100 Viso’’ incon- 
junction with other equipment. This modern 
Sanborn ECG also incorporates fully automatic 
stylus stabilization as leads are changed, push- 
button “‘grounding’’, 8 standard lead positions. 


MEDICAL 


PHENOMENA 


If a mobile instrument is preferred, the 
Model 100M in a mahogany or rugged 
plastic laminate cabinet is available. 
For true ECG portability, the 18 Ib. 
brief case size 300 “Visette” remains 
unsurpassed. Call your nearby Sanborn 
man for a demonstration or literature. 


SANBORN COMPANY 
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he couldn’t remember to get milk 
at the store without a note. 

One evening he told me that 
he was going to the hospital to 
pick up a shaver he had forgot- 
ten the night before while on 
duty. I asked him to get a pack- 
age of macaroni and two quarts 
of milk at the store and to take 
the garbage out. About an hour 
later he walked in, tripped over 
the garbage and handed me the 
milk and macaroni. 

“Where’s your shaver?” I 
asked. 

“I forgot it,” he said and 
started out again. 

Half an hour later he was back 
and started to take off his over- 
coat. 

“I hope I’m not bringing up a 
delicate subject,” I said, “but 
where is the shaver?” 

“I guess I left it in the car.” 

Realizing the possible conse- 
quences of a third trip, I said I 
would get it—and I picked up 
the garbage as I left. 

Another evening I invited a 
college friend of mine and her 
husband over for bridge. I told 
Bob about it and mentioned 
their names several times. About 
9:30 P.M. they called from a gas 
station and said they couldn't 
find the apartment. 

Bob said he would go for 
them. As he was opening the 


door, he asked me their names 
again. I calmly told him to go to 
the gas station and call me from 
there. Later that evening, every 
time I bid one no-trump he 
passed! 


Maturity 


Just as you other house staff 
wives, I have had to grow too. 
In patience. In understanding— 
and in love. His work is impor- 
tant, now, to me. ~ 

As his residency draws to a 
close (he plans to start private 
practice this July) I look back 
with many memories and perhaps 
a better perspective. I remember 
telling Bob: 

“I once thought that the great- 
est tragedy was to lose your eye- 
sight but now I believe that the 
greatest tragedy is to lose control 
of your mind.” 

“No,” said Bob, “a man’s 
greatest tragedy is to lose his 
soul.” 

I know many patients will 
benefit from Bob’s extra efforts. 
And you wives who are “gradu- 
ating” this year will agree that 
this has been a difficult but inter- 
esting time in our lives. Our hus- 
bands are in challenging and 
worthwhile work. And for you 
new wives, you'd be surprised 
how well those new hair tints will 
cover your gray hairs. 
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HOUSE STAFF REPORT 


W itn the cooperation of resi- 
dent and intern readers, your 
journal has recently completed 
one of the most comprehensive 
mail surveys of house staff physi- 
cians ever conducted. A 160- 
question, 6- page questionnaire 
was sent to 3,934 residents and 
interns, or more than 10% of all 
house officers in hospitals having 
AMA approved programs. 
More than 35% of the mailed 
questionnaires were completed 
and returned. Since this was a 
lengthy questionnaire — - with 
many questions of a highly per- 
sonal nature — and because the 
respondent was required to sign 
his name to the questionnaire, 
the editors of RESIDENT PHYSI- 
CIAN interpret your response as 
a vote of confidence in your jour- 
nal. We also share the hope ex- 
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pressed by many of you who 
helped in this study that the re- 
sults, when placed before respon- 
sible leaders of medical educa- 
tion and medical practice, will re- 
sult in improvements in the status 
of house officers in terms of train- 
ing and economic well being. In 
this way, we feel, the survey will 
contribute to the progress of 
medicine. 

We are grateful to all of you, 
our readers, who helped us. 

Here then, is the first of a se- 
ries of reports based on the tabu- 
lation of your replies. 


Measure 

One measure of the training 
opportunities in an internship and 
residency is the number of in- 
patients under the care of each 
house officer. Table 1 indicates 
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TABLE 1 TREATMENT OF HOSPITAL INPATIENTS 


INTERNS RESIDENTS TOTAL HOUSE STAFF 
Average Number of Inpatients 


Under Care Per Day 23.06 27.55 26.16 


Consider this numb 


Sufficient 77.6% 82.1%, 80.7%, 
Not enough Aine 8.8 8.6 
Too many ... . 143 9.1 10.7 


TABLE 2 ATTENDING PHYSICIANS 


INTERNS RESIDENTS TOTAL HOUSE STAFF 
Visit regularly on schedule 83.0% 87.3% 86.0%, 


Do not visit regularly on 
schedule 


Sometimes visit regularly on 


schedule 


Appear hurried in their visits 


Do not appear hurried in 


their visits 


Sometimes appear hurried in 
their visits 


Average number of hours per 
day spent with attendings 2.11 hrs. 2.90 hes. 2.67 hrs. 


Average number of days per 
week spent with attendings 4.26days 4.30 days 4.29 days 
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the average inpatient load per 
house officer at 26, with residents 
generally averaging about 20% 
more patients than interns. 
While three out of four interns 
feel they have a “sufficient num- 
ber” of inpatients, more than four 


residents in every five are satis- 
fied with their inpatient load. 

Less than 10% of resi- 
dents and interns said they had 
too few patients under their su- 
pervision, while some 14% of in- 
terns and 9% of residents 
thought they had too many pa- 
tients for proper training. (In 
the foregoing tabulations, resi- 
dents whose specialties do not 
give them direct ward responsi- 
bility were excluded from the 
totals. ) 


Attending visits 

Another basic yardstick of 
house staff training programs is 
the scheduling of attending visits. 
Table 2 shows that 86% of all 
house officers reported their at- 
tendings visited regularly and ac- 
cording to a schedule. 

Nearly 40% of the interns felt 
that attendings appeared hurried 
in their visits. However, only 
15% of the residents indicated 
a “rushed” attitude on the part 
of attendings. The difference 
here might be ascribed to what 
the intern expected would be the 
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case before he entered his intern- 
ship, (i.e., leisurely, preceptor- 
like instruction) while the resi- 
dent has come to accept what the 
intern regards as a “hurried” visit 
as being perfectly normal. 

Also, the survey shows that at- 
tendings spend more time with 
residents than with interns. This, 
of course, could also influence 
the “hurried” view of attending’s 
visits as expressed by so large a 
proportion of interns. Although 
the average attending physician is 
in the hospital more than 4 days 
each week and spends over 22 
hours at each visit, total hours 
a week reported by residents was 
nearly 1242, while interns saw 
the attending physicians on an 
average of less than 9 hours a 
week. 


Graduate education 

Nine out of ten residents, in 
Table 3, reported a_ regularly 
scheduled program of graduate 
education on their services while 
just under 80% of the interns 
said such a program existed. 

Indicating their opinion as to 
the adequacy of the graduate edu- 
cation program, only two out of 
three house officers (who re- 
ported they had a regular pro- 
gram) felt their program was 
adequate. 

This would seem to be a seri- 
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TABLE 3 GRADUATE EDUCATION PROGRAM 


JNTERNS RESIDENTS TOTAL 
Have regularly scheduled program of 
Graduate Education on Service ... 79.2% 88.4% 85.7% 


Do not have regularly scheduled pro- 
gram of Graduate Education 


Don't know 


TABLE 4 OPINION OF GRADUATE EDUCATION PROGRAM 
Have Regularly |= Have No Regularly 
Scheduled Programs Scheduled Programs TOTAL 


3 2 
a a w 


believe present program 
is adequate 62.6% 68.5% 45%, 56.07% 64.5%, 


o 
~ 


believe present program 


is partly adequate ... 


Do not believe present 


TABLE S TRAINING PROGRAM EMPHASIS* 


INTERNS RESIDENTS TOTAL 
78.7%, 72.1%, 74.0%, 


72.3 72.4 


* More than one response was permitted for this question, 
thus accounting for a total greater than 100%. 
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ous indictment of present house 
staff training—and even more so 
when these figures are combined 
with those who had indicated no 
regularly scheduled program at 
all. The latter totals show (all 
residents and interns) that 31% 
of the residents and 36% of in- 
terns report scheduled graduate 
programs were inadequate or did 
not exist at all. 

In interpreting this data it 
should be kept in mind that spe- 
cific phases of a total residency 
may be considered outstanding 
even when one phase—the sched- 
uled graduate education program 
—is termed “inadequate” by a 
significant number of house of- 
ficers. 


Emphasis 

In Table 5, indicating the rela- 
tive emphasis on specific aspects 
of hospital training, residents re- 
ported that about equal weight 
was placed on both diagnosis and 
therapy. Interns gave a slight 
edge to diagnosis. 


Formulary 

Without attempting to discuss 
the range of drugs available in 
the average approved hospital’s 
pharmacy (although a degree of 
standardization has gradually de- 
veloped among many hospitals), 
the survey results (Table 6) in- 
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dicate that about half of all house 
staffers are restricted to formu- 
lary items in writing orders for 
inpatients. This restriction ap- 
plies almost equally to residents 
and interns. However, more than 
80% of the house officers who 
are limited to formulary items 
are permitted to suggest additions 
to the formulary (Table 7) and 
better than nine out of ten house 
staffers, not limited to the formu- 
lary in writing inpatient orders, 
can make suggestions for the or- 
dering of new drugs by the hos- 
pital pharmacy. 

Some 60% of all residents and 
just under 50% of all interns 
have made such _ suggestions 
(Table 8). Although residents’ 
suggestions have been adopted 
with a slightly greater frequency 
than those of interns, the com- 
bined rate indicates that these 
house officer suggestions are 
always or frequently adopted in 
more than 70% of the cases. 


Other facts 

These are.a few of the many 
facts you reported to us in our 
recent survey. In succeeding ar- 
ticles, your journal will discuss 
your replies to questions on car 
ownership, marriage and family, 
stipend, hours in the hospital, 
reading habits, military service 
and future plans. 
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TABLE G HOSPITAL FORMULARY 
House Staff Drug Orders for Inpatients 


INTERNS RESIDENTS TOTAL 
Restricted to items on hospital formulary .. 51.4% 51.2% 51.3% 
Not restricted to items on formulary ...... 48.6 48.8 48.7 


TABLE 7 HOSPITAL FORMULARY 
House Staff Additions 


Restricted to Not Restricted to 
Items on Formulary Items on Formulary TOTAL 

z z z = 

z z z 

a a a a a a S 
bn suggest additions 
to formulary ......... 758% 83.4% 90.1% 93.9% 82.5% 88.3% 86.3% 
pnnot suggest additions 
to formulary ......... 20.8 14.2 6.7 4.7 14.3 9.8 11.4 
3.4 2.4 3.2 1.4 3.2 1.9 2.3 


TABLE 8 INCIDENCE AND ACCEPTANCE OF 
SUGGESTIONS CONCERNING FORMULARY 


INTERNS RESIDENTS TOTAL 
HAVE EVER MADE SUGGESTIONS 49.47,=100% 61.4%—100% 57.8%—100% 
Suggestions are 
Always accepted ............. 18.2% 23.2% 21.9% 
Frequently accepted .......... 52.3 51.6 51.8 
Infrequently accepted ......... 22.1 21.8 21.9 
Never accepted .............. 74 3.4 44 
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A Resident Physician sur- 
vey of radiologists guides 
you in your choice of 
equipment — and prices. 
By comparing features and 
costs, you can save money 


without sacrifice of essen- 
tial items. 
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Kquipping the 


Radiologist’s Office 


determining the floor plan 
and placing equipment for the 
radiologist’s office, two consid- 
erations become important. 

The first is that the patient is 


Me often disabled. Many will have 


difficulty in walking; some will 
be on crutches, some in wheel 
chairs, and a few will be brought 
to the radiologist on stretchers. 
The second consideration is 
that many patients will be re- 
quired to remain in the office for 
extended periods of time. 


With the above in mind, you 
would be wise to check the en- 
trance to your prospective wait- 
ing room. Could a wheelchair 
mm pass through the entrance and 
Mm over the threshold without diffi- 
culty? 

Is the clearance sufficient to 
allow easy access for a stretcher? 

Obvious though these points 
may seem, many radiologists re- 
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sponding to our RESIDENT PHy- 
SICIAN survey thought them im- 
portant enough to mention. 
Remember, it is costly to make 
View your prospective waiting 
room with a critical eye. 
major alterations after occupancy. 
Check to find an arrangement 
which will make your profes- 
sional space as convenient to use, 
yet as accident-proof, as possible. 
Patients with a disability are 
prone to trip, slip or topple. Ob- 
stacles which the well patient 
would circumvent with ease be- 
come problems for the disabled. 
Patient safety, then, should be 
your continuing watchword. 


Carpet 

The majority of radiologists 
questioned indicated a strong 
preference for carpeting in the 
waiting room. They listed both 
safety and appearance as their 
reasons. Tile, linoleum and hard- 
wood floors (as well as the small, 
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Office equipment 


you'll need 


in private practice 


This is the third in a series of 
exclusive articles on equipping 
your office for the private 
practice of your specialty. Rec- 
ommendations are based on a 
survey conducted by your 
journal among practicing 
specialists. 


Prices quoted are approximate 
and represent new equipment 
unless stated to the contrary. 

When a wide range of price and 
quality is available for a spe- 
cific item, this fact is indicated. 


non-skid-proof throw rugs) are 
more slippery and present an un- 
necessary hazard to the patient. 
The cost of broadloom or 
mixed wool and viscose carpeting 
runs between $8 and $13 a square 
yard, including underpad. A 
waiting room measuring 12 by 
15 feet would require between 
$150 to $250 for carpeting, de- 
pending on the quality of the car- 
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pet and also whether wall-to-wall 
carpeting was used. 

Most radiologists in our survey 
group did not cover their entire 
floor with carpeting but instead 
left bare floor areas along the 
baseboards. This helped keep the 
cost down. 


Furniture 

Radiologists generally allow 
for the fact that their patients 
are often accompanied by a friend 
or relative at each visit. Thus, a 
couch and three other chairs ac- 
commodate perhaps three or four 
patients. The average reported 
by practicing radiologists was 
seating for eight persons. 

The type of chair used in the 
waiting room depends upon vari- 
ous factors. Plastic- or leather- 
covered, and upholstered or foam 
rubber are equally comfortable. 
However, as with other special- 
ties, many radiologists expressed 
a preference for the plastic-type 
chair because of its durability 
and the ease with which it can 
be kept clean; a cloth dampened 
in water is all that is required to 
care for this type of furniture. 
There is little to choose between 
types as far as cost is concerned. 
Any good chair will cost from 
$30 up to $80. Average price 
per chair reported by those sur- 
veyed was $40. 
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quieting ...calming 
BUTISERPINE: 


..-has a gently controlling effect on blood pressure and 
tension, without unpleasant side effects. 


...a conservative, safe amount of reserpine (0.1 mg. per 
tablet or teaspoonful) combined with 15 mg. BUTISOL 
Soprum® butabarbital sodium. 


Butiserpine Tablets, Elixir, Prestabs® Butiserpine R-A 
(Repeat Action Tablets) 


McNEIL LABORATORIES, INC. 
Philadelphia 32, Pa. 
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Actually, we don't care. 
But if you are in any way 
motivated to read current 
medical literature, you'll stand 
an excellent chance of win- 
ning one of the $10,000 in 
prizes being offered in Resi- 
dent Physician's Mediquiz 
Contest. Only residents and 
interns are eligible—and re- 
member, the contest begins 
next month. So start reading 
now! 


Other pieces of waiting room 
furniture required by radiologists 
include lamps, tables for maga- 
zines, wall decorations, ashtrays 
and, if desired, some type of in- 
door plants. 

Table lamps were preferred, 
each equipped with no less than 
a 100 watt bulb and carefully 
shaded to throw light down on 
the lap of the patient who wishes 
to read. 

Ashtrays should be plentiful. 
To prevent the possibility of 
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damage to furnishings caused by 
spilled ashes or a burning ciga- 
rette, buy only the big, bowl-type 
ashtrays; they can be attractive 
and functional. 

Tables should provide a large 
enough surface area to accom- 
modate a number of magazines. 
Cost need not exceed $40 for 
each table — unless you use ex- 
pensive period furniture. Lamp 
prices vary from just under $30 
to nearly $60. The lower range 
offers an attractive and durable 
selection. 


Consultation room 


In the radiology practice the 
consultation room serves two 
functions. First, the room is 
where the radiologist meets and 
talks with the patient. Many of 
the radiologists responding to the 
RESIDENT PHYSICIAN _ survey 
mentioned the importance of 
“talking with the patient” about 
his difficulty. 

“Explaining the technique of 
radiology to be employed goes a 
long way toward giving the pa- 
tient confidence in both the ra- 
diologist and the referring phy- 
sician.” 

One radiologist put it this way: 
“The patient should be made to 
feel that he is going to another 
physician, and not simply to a 
technician for a test... .” 
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SAFE FOR TODAY'S MEDICATIONS... AND TOMORROW'S 


NO CAUTION LABEL NEEDED — Use it with any injectable medication ...there is no danger 
of solvent action on the barrel. SAFE—B-D Control guarantees sterility, nontoxicity, non- 
pyrogenicity. ECONOMICAL —Disposability eliminates time-consuming, pre-use prepa- 
ration. PRECISE— Exclusive tip design reduces medication loss. 


BECTON, DICKINSON AND COMPANY - RUTHERFORD, NEW JERSEY 280 
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The radiologist’s consultation 
room may also serve as the 
“reading” room. Equipped with 
viewboxes for reading films, the 
room can be utilized for confer- 
ring with the referring physician 
as well as for dictating reports 
directly from the films. 

The consultation room should 
be kept simple and uncluttered 
by limiting the amount of furni- 
ture. Carpeting on the floor adds 
dignity, and together with drapes 
on the windows, contributes to 
the soundproofing of the room. 


Desk and chairs 


The major pieces of furniture 
are, for the radiologist himself, a 
desk and chair. Since a great 
deal of the radiologist’s time will 
be spent here, the chair should be 
one which he has tried and found 
to his liking in both comfort and 
appearance. Desk chairs which 
tilt and rotate can cost from $70 
to as much as $200. The main 
thing, however, is that it fit the 
radiologist comfortably. 

Desks vary in price from $75 
to $400. The desk should fit the 
room, not fill it. All consultation 
room furniture should be in the 
same style. Other than the phy- 
sician’s own chair, one chair will 
be provided for the patient (cost 
$40-$75) and another for a 
friend or relative of the patient. 


These, too, should be comfort- 
able so that a lengthy history- 
taking session doesn’t unduly tire 
the patient. 
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Bookcases 


Bookcases have a double ad- 
vantage in the consultation room. iq 
They are decorative in them- 
selves, and they provide a storage 
space for much of the clutter that 
often finds its way to the top of 
the specialist’s desk. This is im- 
portant since a sloppy, unkempt 
desktop often gives the patient 
the impression that the physician 
is confused and disorganized 
(hardly a good impression for 
any physician to give to a present 
or prospective patient). 

Attractive bookcases are not 
inexpensive, whether bought 
ready-made or custom made. 
However, used bookcases of good 
quality can be purchased at a 
considerable saving. Built-in 
bookcases offer an excellent way 
to utilize odd-sized wall areas, 
but here too, expense is a big 
factor—unless you happen to be 
fortunate enough to have a car- 
penter or cabinetmaker as a pa- 
tient. 

An important item is the view- 
box and stand. Most radiologists 
in private practice favor the mul- 
tiple screen design where a series 
of films may be viewed at one 
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ast in effect 


greater loss of sodium 
lesser loss of potassium 


more evenly sustained 
therapeutic response 
Because it is more prolonged in 
action than any other diuretic’ 
Hygroton affords a smoother, 
more evenly sustained response. 


more nearly pure 

natriuretic effect 

Hygroton produces only minimal 
potassium loss . .. affords a better 
sodium-potassium ratio than 
other saluretics.* 


more liberal diet 

for the patient 

Asa tule, with Hygroton 
restriction of dietary salt is 
unnecessary. 


more convenience 

and economy 

For maintenance therapy three 
doses per week suffice to manage 
the vast majority of cases.” 


in arterial hypertension 
Sustained control without side 
reactions 


in edematous states 
Copious diuresis without 
electrolyte imbalance 


Hygroton,® brand of 
White, single- scored tablets of 
100 mg. in bottles of 100. 


. Stenger, E. G. et al.: Schweiz. med. 
1126 1959. 2. Fuchs, 
M. et al.: Current Therap. Research 
2:11, January, 1960. 3. Ford, R. V.: 
Manuscript submitted for publication, 


Geigy Ardsley, New York 
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EFFECTIVENESS OF 
IN SPASM VISUALLY CONFIRMED} * 7 


promp 
spasme 
55 year old male with symptoms of partial obstruction of the stomach; single 
nausea and vomiting. 


“MURE 


Excey 
three-w. 
(antick 
blockin, 


* Com; 
low dos 
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* Rema 
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Suggested 
dition and 
in spasm o 
Sustained 

tension ar 
Available 

mide; and 
phenobarb 
and 1,000. 
Also avail 
bromide ; 

Valethama 
“Murel” | 


Precaution 
exercised 
in the pre 


March Ist, 1960: Large dilated stomach March 10th, 1960: Stomach of normal 

with incomplete pyloric obstruction. Eti- size and tone. Large ulcer crater now vis 

ology undetermined. — in the of noted Refere 
oric spasm and incomplete filling. 

Patient placed on “Murel”-S.A. — 2 tab- 

lets b.i.d. for one week —plus bland diet. 

No other medication. Medical Records of Ayerst Laboratori \ ans, 
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ratories 


in G.I., G.U. and Biliary SPASM 


Sustained Action Tablets 


prompt, continuous and prolonged anti- 
spasmodic action for 6 to 9 hours with a 
single tablet 


“MUREL” Advantages'* 


¢ Exceptionally effective clinically because 
three-way mechanism of action in one molecule 
(anticholinergic, musculotropic, ganglion- 
blocking) exerts synergistic spasmolytic effect 


* Complementary action permits significantly 
low dosage and reduces reaction potential of 
any one mechanism 


* Remarkably free from drug-induced compli- 
cations such as mouth dryness, visual disturb- 
ances, urinary retention 


Suggested Average Dosage: 40 to 80 mg. daily, depending on con- 
dition and severity. The higher range of dosage is usually required 
in spasm of the genitourinary and biliary tracts. One *“*Murel”-S.A. 
Sustained Action Tablet morning and evening. When anxiety and 
tension are present, ‘*Murel’’ with Phenobarb-S.A. is suggested. 
Available as: No. 315—‘*Murel”’-S.A., 40 mg. Valethamate bro- 
mide; and No. 319—‘*Murel” with Phenobarb-S.A., with 4% gr. 
phenobarbital, present as the sodium salt. Both in bottles of 100 
and 1,000. 

Also available: ‘*Murel”’ Tablets No. 314—10 mg. Valethamate 
bromide; ‘‘Murel’’ with Phenobarbital Tablets No, 318—10 mg. 
Valethamate bromide and 4, gr. phenobarbital. 

“Murel”’ Injectable No. 405—10 mg. Valethamate bromide per cc. 
Precautions: As with other antispasmodic agents, caution should be 
exercised in patients with prostatic hypertrophy, glaucoma, and 
in the presence of cardiac arrhythmias. 


References available on request. 


AYERST LABORATORIES 
("9S New York 16, N. Y. Montreal, Canada 


for acute, severe 
episodes 


“MUREL” Injectable 


Female patient, age 55, 
complaining of nausea 
and epigastric discom- 
fort after meals. 


Diagnosis: Hiatus her- 
nia and gastric ulcer. 


1 hour after barium ad- 
ministration: Retention 
of barium due to spas- 
ticity of the gastric 
outlet, and incomplete | 
visualization of the py- } 
lorus, duodenum and | 
duodenal sweep. (Some 

barium has entered the 


small bowel.) 


20 minutes after ad- 
ministration of ““Murel” 
2 cc. 1.V.: Barium en- 
tering duodenum and 
duodenal sweep as 
spasticity is relieved. 


10 minutes later: Good 
filling of the gastric 
outlet as well as of the 
duodenal sweep. 


Medical Records of 
Ayerst Laboratories 6027 
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time. The number of screens 
vary but the four screen stand 
would seem to offer a minimum 
choice. Responding radiologists 
indicated a majority preference 
for the eight screen stand. This 
can be purchased for around 
$200. 

Filing cabinets can also be 
kept in the consultation room. 


X-ray room 


Many responding radiologists 
emphasized the calibre of their 
equipment. Said one: “The ra- 
diologist is a specialist. His field 
is x-rays. He’s not a GP or in- 
ternist who may take certain films 
and refer others. The radiologist 
must be equipped to carry out 
any radiological procedure in the 
book. His equipment has got to 
be right.” 

Another reports: “The. radi- 
ologist can’t get by on average 
equipment producing average 
work. His films must be worthy 
of his specialist ranking.” 

The majority of radiologists 
expressed the opinion that sec- 
ond-hand x-ray equipment can 
be a detriment “both as a tool 
and as an investment.” Some 
qualified their remarks with such 
statements as, “Not a good idea 
unless you can be absolutely as- 
sured of its condition and receive 
a trustworthy guarantee.” 
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What might be termed the 
“minimum diagnostic machine” 
reported was a 200 milliampere, 
75 to 90 kilovolt unit with a ro- 
tating anode. A Bucky and a spot 
film device were considered es- 
sential. 

The average price quoted in 
the survey for a diagnostic unit 
was $10,000 installed. 

The cost of lead shielding for 
the x-ray room was not insig- 
nificant. In general, lead sheets 
having a thickness of 1/32 of an 
inch are used on the side walls 
and ceiling. 

The floor lead is 1/16 of an 
inch. Lead is priced by the 
pound. To this must be added 
the cost of lead nails and the 
labor involved in installation. 
From radiologists responding, 
the average cost of shielding the 
average size room was between 
$750 and $1000. 


Therapy 

If the radiologist is trained to 
do therapy and wishes to include 
this in his practice, a therapy unit 
is required of from 20 to 30 mil- 
liamperes with 250  kilovolts. 
Average cost of a therapy unit 
was indicated to be $12,000 in- 
stalled. This is exclusive of the 
lead lining required. 

Radium or other radioactive 
material therapy involves another 
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a new anticonvulsant 
that “oftentimes will turn 


‘the tide” in EPILEPSY 


ELIPTEN’ 


(amino-glutethimide CIBA) 


Elipten is a new anticonvulsant chem- 
ically unrelated to other antiepileptic 
agents. Clinical trials in thousands of 
patients have shown that it controls 
most types of epilepsy and is especially 
effective when combined with other anti- 
convulsants. 


Improves Control, Alertness, Learning Ability 


With Elipten, more epileptic patients can be completely or adequately con- 
trolled. Elipten reduces the frequency of seizures in most types of epilepsy 
and is often effective in refractory cases, especially when combined with other 
anticonvulsants. Used adjunctively, it often permits reduced dosage of other 
drugs, thus minimizing their side effects; in some cases, other drugs can be 
eliminated. 


By obviating or reducing the need for barbiturates, Elipten improves alert~ 
ness and learning ability in children. It has little or no toxic effect on liver, 
kidney, or blood. 


Forster’ states: “Elipten...has a definite role in improving the therapy, 
particularly of petit mal epilepsy.” He notes further that Elipten “...often- 
times will turn the tide when added to partially successful medication.” 
Meyer’ observes: “...it is useful in the control of petit mal epilepsy and is 
of particular benefit in those cases where petit mal and generalized convul- 
sions are combined.” Lambros’ notes complete control or marked improve: 
ment in 27 of 35 patients treated with Elipten (13 were gradually switched 
to Elipten alone; 14 were given other anticonvulsants adjunctively). Niswan- 
der and Karacan‘ report that in 38 hospitalized psychotic epileptic patients 
given Elipten grand mal seizures were reduced 25 to 35 per cent. Carter* 
recommends concomitant use of Elipten and diphenylhydantoin sodium 
“,.. to enhance effectiveness and reduce the dosage of both drugs.” 


Complete information on Elipten is available on request. 
SuppLiep: Tablets, 250 mg. (white, scored); bottles of 100. 


1. Forster, F. M.: Wisconsin M. J. 58: 7 Guly) 1959. 2. ay 
87: 743 1959. 3. Lambros, Dis. Nerv. Syste 
1958. 4. Niswander, G. D., and Karacan, I Am. 3. Prochiat 116:260 


1959. 5. Carter, C. H.: Dis. Nerv. System 21:50 (Jan.) 
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expense for the beginning radi- 
ologist. The cost of this material 
can run between $1000 and 
$1500. The cost of applicators 
range around $250. 

The dark room including a 
drier costs the average radiologist 
$1000-$1250 according to our 
survey. This figure makes no al- 
lowance for necessary plumbing 
and light-tight material which 
might be needed in the individual 
arrangement. 


Other equipment required by 


the beginning radiologist includes 
films, cassettes, mixers, trays, syr- 
inges, tongs, chemicals and so 
forth. The average expenditure 
for these items reported by the 
panel amounted to $460. 


Dressing room, lavatory 

At least one, possibly two 
dressing rooms are needed. These, 
of course, require no expensive 
decoration or furnishings. As a 
minimum, dressing rooms should 
contain a chair, table or shelf, 
and mirror. A lavatory conven- 
ient to the diagnostic x-ray room 
is important. No special atten- 
tion need be given this room with 
the exception that it be immacu- 
late at all times. 


Average cost 


Each member of the survey 
group was asked to give an ap- 
proximate figure for the cost of 
outfitting his original office. The 
figure was to exclude secretarial 
and nurse-technician equipment, 
filing cabinets and the like. 

About half of the responding 
radiologists equipped their offices 
with an expenditure of less than 
$27,500. Nearly 30% reported 
initial expense at $30,000. The 
remainder spent between $30,- 
000 and $42,000. 
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For acute comments on 
chronic disorders, read 


Palliate 
TERMINAL 


(DIHYDROMORPHINONE HCI.) 


by mouth + by needle + by rectum 


Nearly three decades of use and 500 
million administered doses assure a pre- 
dictable response with pitaupip: rapid 
onset, long-lasting analgesia with less 
euphoria, less drowsiness, less consti- 
pation, less nausea and vomiting than 
morphine. pitaupip, an opiate, is subject 
to Federal narcotic regulations, and 
usual precautions should be observed. 


A dosage form for every need: Soluble tab- 
lets—1, 2,*° 3 and 4 mg. (for oral or hypo- 
dermic use) - Rectal suppositories — 2.7 mg. 
+ Ampules—2,* 3 and 4 mg. + Powder + Mul- 
tiple dose vials 

*Average dose 
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Physician MONTHLY FEATURE 


ediquiz 


These questions were prepared especially 
for RESIDENT PuysIciAN by the Profes- 
sional Examination Service, a division of 
the American Public Health Association. 
Answers will be found on page 127. 


1. A frequent occurrence in 
Marfan’s syndrome is: 


A) Ectopia lentis. 

B) Strabismus. 

C) Miosis. 

D) Nystagmus. 

E) Visual field defects. 


2. Periodic familial paralysis 
has been found to be associated 
with periodic changes in serum 
concentrations of: 

A) Potassium. 

B) Sodium. 

C) Phospholipids. 

D) Cholinesterase. 

E) Calcium. 


3. Most cases of hematoge- 
nous osteomyelitis are caused by: 
A) Streptococcus pyogenes. 
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B) Mycobacterium tubercu- 
losis. 
C) Staphylococcus aureus. 
D) Neisseria gonorrhoeae. 


E) Diplococcus pneumoniae. 


4. Raynaud’s phenomenon is 
frequently an early manifestation 
of: 

_ A) Dermatomyositis. 

B) Scleredema. 

C) Ergot poisoning. 

D) Ménckeberg’s sclerosis. 

E) Pheochromocytoma. 


5. A cerebral hemorrhage 
causing ipsilateral ptosis, outward 
deviation of the eye, dilation of 
the pupil, and contralateral pa- 
ralysis of the arm and leg would 
be situated in the: 
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lowest —unexcelled diuretic activity 


trichlormethiazide 


selective electrolyte screening 


lower potassium excretion, less risk of digitalis toxicity...maximum sodium output... 
balanced sodium and chloride excretion ...24-hour effect on one 4 mg. dose... signifi- 
cant antihypertensive effect alone, potentiates other antihypertensive drugs... 

more economically priced...dosage less than 1/100 of chiorothiazide 
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A) Cerebellum and 3rd nerve D) Obstructive jaundice. 9. The 
nucleus. E) Infectious hepatitis. + value 
B) 4th nerve and 6th nerve al cold 
nuclei. 7. Heparin is a: A) TI 


C) 4th nerve nucleus and A) Polysaccharide. bt. 


pons. B) Steroid. B) Se 
D) 3rd nerve nucleus and C) Peptide. C) Sx 
cerebral peduncle. D) Lipid. kis of ti 
E) Cerebral cortex. E) Protein. “D) D 


thus pl 
6. The liver disease causing 8. Secondary myoglobinuria ' E) As 


the highest rise in gamma globu- may be caused by: 

lins is: A) Pneumoceccal pneumonia. 10. P 
A) Primary hepatic  carci- B) Atypical viral pneumonia. vies sh 

noma. C) High voltage shock. their 
B) Cirrhosis. D) Uremia. A) T 
C) Serum hepatitis. E) Ornithosis. B) L 
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LIQUID MULTIVITAMINS 


SYRUP —12 fl. oz. push-button can. Each 5 cc. llar n 
teaspoonful contains: Vitamin A (Palmitate) 3,000 ation § 
U.S.P. Units * Vitamin D 800 U.S.P. Units Thia- merica 
mine HCI (B,) 1.5 mg. © Riboflavin (Bz) 1.5 mg. © ; Bh 1 
Pyridoxine HC! (B,) 1 mg. * Ascorbic Acid (C) 40 £ ion, 17 
mg. Vitamin 3 mcgm. Niacinamide 10 mg. | ity 19 
Pantothenic Acid (as Panthenol) 1 mg. * Methyl- 
paraben 0.08% Propylparaben 0.02%. Also olurn 
available in concentrated form: : me 1 a 
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9, The laboratory test of great- 

t value in diagnosing paroxys- 
al cold hemoglobinuria is: 

A) The Donath-Landsteiner | 
Pst. 

B) Serum electrophoresis. 
C) Spectrophotometric anal-— 
sis of the serum. 

D) Demonstration of the | 
rthus phenomenon. | 
E) The indirect Coomb’s test. 


10. Polymorphonuclear leuko- 
tes show negative chemotaxis 

their reaction to: 

A) Tubercle bacilli. 

B) Large virus particles. 

C) Silicic acid. 

D) Iron particles. 


ompiled by the Professional Ex- | trichlormethiazide 


OLUME 2 MEDIQUIZ READY 
second volume of 150 Mediquiz 
uestions, answers and references | 


mination Service, Division of the 

tmerican Public Health Associa- lowest dosage, balanced 
yon is now available in booklet 
orm for $1 per copy. The supply Sodium and chloride output in 
f booklets is limited. To be cer- | 

lin you get your copy, send your 


ollar now to: Professional Exami- | 
ation Service, Department 25-B, 
American Public Health Associa- 
jon, 1790 Broadway, New York 


ity 19, New York. Please specify 
Volume 2.” (A few copies of Vol- | 

mine 1 are available at $1 each for | 
ose who missed out on this valu- | 
ble study aid.) 


uly 1960, Vol. 6, No. 7 
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WHAT'S sO 
a IMPORTANT — 


Simple. Resident Physician's 
unique Mediquiz Contest — 
for $10,000 in prizes—starts 
in the August issue. The 
theme: "It Pays to Read 
Medical Literature" is the 
clue to the whole deal. Ques- 
tions will be taken from medi- 
cal journals published after 
March 1960. Residents and 
interns only are eligible for 
the 120 prizes. Top prize: 
Two weeks for two (by British 
Overseas Airways) to Eng- 
land and Europe. Deluxe 
travel and hotel accommoda- 
tions all paid for by RESI- 
DENT PHYSICIAN. 
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E) Pollens to which the donor 
is allergic. 


11. The blood volume of a 
newborn infant, expressed in mil- 
liliters per kilogram of body 
weight, is about: 

A) 50 

B) 75 

C) 95 

D) 110 

E) 125 


12. The most common retro- 
peritoneal tumor is a: 

A) Lymphoma. 

B) Reticulum cell sarcoma. 

C) Dermoid cyst. 

D) Fibrosarcoma. 

E) Pheochromocytoma. 


13. For performing an appen- 
dectomy on an 8-year-old boy 
with uncomplicated acute appen- 
dicitis which one of the following 
anesthetic procedures would 
probably be the safest under 
average operating room condi- 
tions? . 


A) Intravenous thiopental. 

B) Ether inhalation. 

C) Low spinal anesthesia with 
supplementary tribromoethanol. 

D) Low spinal anesthesia with 
supplementary intravenous thio- 
pental. 

E) Low spinal anesthesia. 
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VIEWBOX DIAGNOSIS 
(from page 21) 


ULCERATIVE COLITIS 
otice tubularity, ulceration, 
udo-polyps, rigidity, shortening 
narrowing. Terminal ileum also 
olved. 


MEDIQUIZ ANSWERS 
(from page 122) 


A), 2 (A), 3 (C), 4 (A), 5 (D), 
B), N (A), 8 (C), 9 a) 10 (C), 
(C), 12 (A), 13 (B). 


AT’S THE DOCTOR’S NAME? 
(answer from page 128) 


The Doctor: ALEXANDER BORODIN 
The Opera: PRINCE IGor 


RESIDENT RELAXER 
(puzzle on page 23) 


EIMitic Piolx RIVIBICIR 
RISINy Aivic t 
JAINIE TS NIAIR Rit ic 
HG TIAIciTiolRis AIDIA 
EIRIA cig ic jw 
TIHIELE AITIO 
EITIHIEIRIAIL 
TIHIETR SIAIc AILIEIRIT 
LISILIE 
SISIA VIVIVILIA EIN 
IRI (IRIE Mie EIRIA 
SIPILIc Cc INIA GIRIALOIE 
EisiTis EISIS BES ICILIE|S 
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selective electrolyte 
screening during diuresis 
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What's 
the 


Doctor’s Name? 


H. was born in Petersburg, 
Russia, on November 12, 1833, 
and died on February 27, 1887. 
From early childhood he showed 
a keen interest in natural science 
and music and was taught to play 
the flute, piano and cello. When 
he was nine he composed a polka 


Ointment 3% with Hydrocortisone 2% §f 
(each with methylparaben 2.4 
propy!paraben 0.6% in a wool fat-petroiatum base) 


ACHROMYCI 


£28 


DERMATOLOGIC# 


a standard in topical antibiotic therapy 


LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pearl River, N.Y. Qi 


and at fourteen he wrote a con- 
certo for flute and piano and 
trio for two violins and ello. At 
the same time he kept himself 
busy with chemical experiments 
and manufacturing fireworks. 
In 1850 he matriculated in the 
St. Petersburg Academy of Medi- 
cine and Surgery where he de- 
voted particular attention to 
botany and chemistry, ultimately 
specializing in the latter. In 1858 
he received his degree of Doctor 
of Medicine and became a house 
physician at a military hospital. 
In 1859 he journeyed to Hei- 
delberg, Italy, Switzerland and 
Paris. It was at that time that he 
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sician 


met his wife, Catherine Protopo- 


pova, an excellent pianist, whom 


he married in 1863. 

In 1864 he became a profes- 
sor of organic chemistry at the 
St. Petersburg Military Academy 
and held this position until his 
death. 

However, his name became 
widely known not as that of a 
chemist or a physician, but as 
that of an outstanding musician 
and composer. He was one of the 
“Mighty Handful” which includ- 
ed Cui, Mussorgsky, Rimsky- 
Korsakov, Balakirev. During his 
musical career he composed 


stable adult a 


“impressive — 88% were 
well controlled’! 


(Phenformin = 


sulfonylurea failures 


“a satisfactory response’’? in 55% 


',..a Safe and effective oral hypogly- 
ic drug sufficiently wide in its range 

; ivity to be considered the oral drug 
in the management of Gipbetes."* 


31 (IN? B- 


L. Walker, R. S.: 
.D.E., et al 
. 28) 1959. 3. to be 


phenethylbiguanide HCI) — 
, scored tablets 25 mg. each, bottles of 


songs, quartets, three symphonies 
and best known of all, an opera 
titled after the name of a royal 
personage taken from early Rus- 
sian history. He started to write 
the opera in 1869 and worked 
on it off and on until the end of 
his life. After his death, Rimsky- 
Korsakov and Glazunov under- 
took the task of orchestrating it 
and giving it the finishing touch. 
The opera, published in its final 
form in 1888, includes fascinat- 
ing oriental melodies under the 
title of “Polovetz Dances.” 

Can you name this doctor? 

Answer on Page 127. 
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and Needs 


Rates 


Personal classified advertising rates 
are $5.00 for ads of thirty words or 
less plus 15c for each additional word. 
When a box number is used and an- 
swers sent care of ResipENT PHYSICIAN 
there is an additional charge of 50c. 
Add four additional words for a box. 


For semi-display ads set in bold face, 
the rate is $6.00 for 30 words or less, 
plus 17c for each additional word. 

Commercial classified rates are $10.00 
for ads of twenty words or less plus 
20c for each additional word. Com- 
mercial rates include all ads of manu- 
facturers, dealers, agencies, etc. Count 
four additional words for a box. 


For semi-display commercial ads set 
in bold face, rate is $12.00 for 20 
words or less, plus 25¢ for each addi- 
tional word. 


ALL CLASSIFIED ADS PAYABLE 
IN ADVANCE. Forms close 15th of 
month prior to date of issue. RESIDENT 
Puysictan, 1447 Northern Boulevard, 
Manhasset, New York. 


Classified Advertising 


Going Into Practice? There are many choice 
opportunities in all fields which you would 
not normally be aware of. We have many 
that might Interest you. Write us. 

The New York Medical Exchange 
489 Fifth Avenue (Opposite Public Library) 
Specialists in Placement 


PHYSICIANS WANTED 


OTOLARYNGOLOGIST, BOARD CERTIFIED or 
ualified for practice with a ~~ group. 
Goneteaity to do all types of head and 
neck surgery. Partnership in 3 years. Many 
fringe benefits, including retirement. Write 
Box 6001, Resident Physician, 1447 Northern 
Boulevard, Manhasset, New York. 


. 


PSYCHIATRIST—FULL OR PART-TIME, for psy- 
chotherapy in mental hygiene clinic; oppor- 
tunities for experience and training in indi- 
vidual and group psychoiherapy; salaries 
$9890 and $13,970 full-time, with 15%, extra 
for Boards. Apply: Clinic Director, Veterans 
Administration, Regional Office, 20 Wash- 
ington Place, Newark 2, New Jersey. 


ASSISTANT PATHOLOGIST: 300-bed GM&S 
University Affiliated Hospital; salary rate 
varies from $9890 to $11,355 plus 15% if 
certified by the American Board of Pathol- 
ogy. Apply: J. Mendeloff, M.D., VA Hos- 

pital, Atlanta, Georgia. 
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WANTED—BOARD QUALIFIED OR CERTI- 
fied Radiologist; for full-time hospital prac- 
tice in professional care program of the 
Miners Memorial Hospitals. Board qualified 
man will work with Board Diplomate. Start- 
ing compensation $20,000. Progressive pay 
scale. For details address: The Clinical Di- 
rector, Miners Memorial Hospital Associa- 
- 1427 Eye Street, N.W., Washington 5, 


GENERAL PRACTITIONER-ASSOCIATE WITH 
established general surgeon; to form nucleus 
for projected group practice in metropoli- 
tan Los Angeles area near coast. Contact: 
Harold Shulman, M.D., 73! Grevillea Avenue, 
Hawthorne, California. 


PEDIATRICIAN, UROLOGIST, OTOLARYN- 
gologist, Dermatologist needed in a new 
modern air-conditioned 21 unit medical 
center. Ideally located in Southern Cali- 
fornia's fastest growing city. Lloyd Mannes, 
9602 Orange Avenue, Anaheim, California. 


UROLOGIST STAFF POSITION AVAILABLE for 
Board eligible or certified urological surgeon 
with large southern California medical group. 
Active urological service with approved resi- 
dency program and surgical research labora- 
tory. Many fringe benefits; partnership in 
three years, including retirement. Write Box 
6005, Resident Physician, 1447 Northern 
Boulevard, Manhasset, New York, 


ORTHOPEDISTS 2. ONE IMMEDIATE OPEN. 
ing; one in the near future. Must be at 
least Board eligible to work full time in busy 
Orthopedic Department with two certified 
Orthopedists. Partnership in three years; 
many fringe benefits including retirement. 
Write Box 6002, Resident Physician, 1447 
Northern Boulevard, Manhasset, New York. 


INTERNISTS FOR 45-MAN SPECIALIST group: 

Located suburban area within 40 miles of 
Los Angeles where the group has hospital 
and clinic building together. Starting salary 
$12,000 per year. Progressing increases and 
share in profits. Write Box 6003, Resident 
Physician, 1447 Northern Boulevard, Man- 
hasset, New York. 


GROUP PRACTICE—PLEASANT PRACTICE in 
excellent facilities with able compatible 
associates, the majority of whom are Board 
certified. Income is attractive with full part- 
nership in three years. A satisfactory retire- 
ment program has been established. Night 
and weekend duties are rotated through a 
large staff, allowing a stable regular home 
life. Openings in General Practice and 
many specialties in several Southern Cali- 
fornia cities. Write Box 6004, Resident Physi- 
cian, 1447 Northern Boulevard, Manhasset, 
New York. 


GENERAL PRACTITIONER WANTED—to join 
modern four-man clinic; college town of 
10,500; $12,000 guarantee first year and com- 
mission. References needed. atson Clinic 
Brookings, South Dakota. 
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Professional Coats 
for Physicians 


A Blouse style with fly-tront con- 
cealed zipper. Snap fasteners at shoul- 
der and collar. Polar striped white 
Dacron. Sizes 34-48. Price each: 
$8.95. plus 35c shipping costs. 


B Softly tailored 2-button single- 
breasted jacket in white Dacron Taffeta. 
Three patch pockets and attached pearl 
buttons. Sizes 34-48, regulars and 
longs. Price each: $9.75, plus 35c 
shipping costs. 


C Slip-over shirt with belted back 
and convertible collar. Sizes: Small, 
Medium, Large, X-Large. Price each: 
In Sanforized White Twill, $3.95; in 
Dacron-Pima Cotton, 
$9.75. Add 35c shipping 
costs for each garment 
ordered. 


D Laboratory coat 
with back slit for stride 
freedom and side vents 
for easy access to inner 
pockets. Sizes 32-48. 
Price each: In Sanfor- 
ized White Twill, $5.95; 
in white Orlon, $13.95. 
Add 35c shipping costs 
for each garment or- 
dered. 


® 10% discount on 
orders for 6 or more. 
MEDICAL TIMES OVERSEAS, INC. 


Dept. RP, 1447 Northern Boulevard 
Manhasset, New York 
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WANTED—BOARD QUALIFIED AND CERTI- 
fied Obstetrician-Gynecologists; for full- 
time hospital practice in professional care 
Program of the Miners Memorial Hospitals. 
Board qualified man will work with Board 
Diplomate. Starting compensation $16-20 
Progressive pay scale. For details address: 
The Clinical Director, Miners Memorial Hos- 
pital Association, 1427 Eye Street, N.W.. 
Washington 5, D.C. 


ORTHOPEDIST WANTED. Unusually attractive 
opportunities for certified or board qualified 
Orthopedist for large Southeastern city, 
rapidly growing community, new office 
building with Medical Center Facilities. 
Write: Box 462, Resident Physician, 1447 
Northern Boulevard, Manhasset, New York. 


WANTED — BOARD CERTIFIED ANESTHESI- 
ologist; for full-time hospital practice in 
professional care program of the Miners 
Memorial Hospitals. Starting compensation 
$20,000. Progressive pay scale. For details 
address: The Clinical Director, Miners Me- 
morial Hospital Association, 1427 Eye Street, 
N.W., Washington 5, D.C. 


GENERAL PRACTITIONER NEEDED—Prosper- 
ous clean rural setting; best schools; new 
medical building; city water; natural gas; 
good housing; wonderful opportunity for 
income and the good life. Further informa- 
tion from: Paul A. Volkland, Secretary, Bush- 
ton Medical Center, Bushton, Kansas, 


AMERICAN-BORN, ILLINOIS-LICENSED M.D. 
to work a few nights a month in a general 
practice office in Northwest Chicago. In- 
teresting work. Spring 4-5600. 


WANTED: GENERAL PRACTITIONER; town of 
1600; trade area of 4000; central Maine; mod- 
ern schools, 3 churches; 20 minutes to hos- 
there unlimited income opportunity. Write: 

ingham-Moscow Chamber of Commerce, 
Bingham, Maine. 


MICHIGAN—GENERAL PRACTITIONER FOR 
Mesick Community Health Center; complete- 
ly equipped, valued at $50,000, with X-ray; 
serving 2500; to take over an active inde- 
pendent practice: grossed $28,000; im north- 
west Michigan, heart of outdoor recreation. 
Write: W. E. Baker, Mesick. 


WANTED—PHYSICIANS—FULL-TIME GENER- 
al hospital practice opportunity to develop 
interest; consultation with specialists avail- 
able in professional care program of 10 
Miners Memorial Hospitals; full-time posi- 
tions with minimum starting compensation at 
the rate of $12,000 per year—progressive 
pay scale; for summer or fall of 1960, or 
or 1961. U.S. citizenship and 
eligibility for licensure in Kentucky, Virginia 
or West Virginia required. For details ad- 
dress: The Clinical Director, Miners Memori- 
al Hospital Association, 1427 Eye Street, 
N.W., Washington 5, D.C. 


PEDIATRICIAN, SAN DIEGO, CALIFORNIA 
Board certified or eligible to join two-man 
department of established !0-man specialty 
group; salary first year, $12,000; then part 
nership. Smith-Hanna Medical Clinic, 3939 
lowa Street. 


INTERNIST — BOARD OR BOARD ELIGIBLE; 
under 40 to join a vigorous group of 6 in 
actively growing community; excellent hos 
pital and office facilities or excellence in 
medical care. The Medical Group, 100 
West Jefferson Street, Joliet, Illinois, Atten- 
tion: H. G. Reiser, M.D 


OPPORTUNITY TO BECOME A_ PARTNER— 
in an active general Practice in Minneapolis 
Minnesota; good starting salary. Write to: 
Dr. R. L. Rosenbaum, 2247 East 38th Street, 
Minneapolis, Minnesota. 


WANTED—TWO  _INTERNISTS—BOARD CERT! 
fication or eligibility desirable but not 
essential. U.S. citizenship licensure 
required. Some quarters available; physical 
plant one of finest in Nation. Contact: Man- 
ager, VA Center, Dublin, Georgia. 


UNUSUALLY ATTRACTIVE OPPORTUNITY FOR 
well trained Ophthalmologist who is Boara 
certified or Board eligible. Up to $25,000 
the first year and possibility for partnership 
at the end of that period. Write Box 789, 
Resident Physician, 1447 Northern Boulevard, 
Manhasset, New York. 


WANTED — BOARD CERTIFIED INTERNIST— 
for full-time hospital practice in professional 
care program of the Miners Memorial Hos- 
pitals. Starting compensation $18,000-20,000. 
Progressive pay scale. For details, address: 
The Clinical Director, Miners Memorial Hos- 
pital Association 1427 Eye Street, N.W., 
Washington 5, D 


GENERAL PRACTITIONER —TO JOIN BUSY 
General Practitioner; northern Minnesota; 
excellent hospital, new; good hunting and 
fishing; partnership after about 18 months; 
terms will be regulated by training and 
experience; would like a man by July |, 
1960; Minnesota license required. Contact: 
L.N. Dale, M.D., Red Lake Falls, Minnesota. 


FILING SUPPLIES 


TACOUN 


PRINTING 
PATIENTS’ RECORDS 
FOR DOCTORS 


PROFESSIONAL PRINTING CO. INC 
NEW HYDE PARK. N.Y 
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